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OR more than a decade the réntgen exami- 
PF nation of the cesophagus and stomach has 
been extensively carried out in all the 
large clinics of Europe and, during the last half 
of this period, in the large American clinics. 
Pfahler was probably the first in this country to 
undertake extensive bismuth studies. The in- 
vestigation of the colon by means of the X-ray is 
somewhat more recent, however, and only within 
the last two or three years has it been carried out 
with anything like the precision now attending 
the réntgen examination of the stomach. 

The earlier studies of both the stomach and 
bowel were begun at a time when the question of 
ptosis of the abdominal viscera was receiving 
special attention. Hence the earlier gastro- 
intestinal X-ray studies were carried on with 
special reference to form and position, a circum- 
stance which undoubtedly led the medical pro- 
fession to attach undue importance to the form 
and position of the colon. 

With increasing experience, the morphological 
factors have shrunk in importance, while the 
problems relating to the functional behavior of 
the alimentary tract have assumed greater 
significance. Of all the various facts which can 
be learned about the stomach or bowel by réntgen 
examination, the question of ptosis, at least in 
the opinion of the writer, is the last one thought 
of and the one given the least consideration. In 
other words, ptosis is looked upon as a symptom, 
rather than a causative factor, although it is con- 


ceded that in certain cases the ptosis, although at 
first a symptom, may later become part of a vi- 
cious circle and thus assume importance as a 
causative factor. The technique of the X-ray 
examination of the colon has been so far perfected 
that, with an accuracy that is almost uncanny, it 
is now possible to locate the adhesions and mem- 
branous attachments, most of which bear the 
name of some special surgical investigator; and 
yet even here the X-ray examination serves a 
much more valuable purpose in ascertaining the 
degree of interference with bowel function than 
in merely locating the position of adhesive bands. 
As Skinner (1) has stated, the stomach and colon 
are not chemical retorts, but functioning motile 
organs, and the position of the gastro-intestinal 
tube does not so much concern us, as its func- 
tions do. 

Physiology of the colon (2). The introduction 
of the réntgen method, especially the work of 
Cannon, which was carried out largely on ani- 
mals, has thrown much light on the peristalsis 
of the colon. The writer’s observations in man 
have almost to the minutest detail confirmed the 
work of Cannon on animals, especially in regard 
to antiperistalsis. Cannon showed that the pre- 
vailing movement in the proximal colon was anti- 
peristalsis, consisting of a movement of waves 
backward toward the cecum. These antiperistal- 
tic waves do not run continuously for a long time, 
but periodically, although a series of waves at 
the rate of perhaps five a minute can be seen con- 
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tinuing for four or five minutes. The distal colon 
has as its characteristic activity an onward move- 
ment, several kinds having been described. 
Haustral churning is occurring constantly in the 
distal colon, serving to keep the material in this 
region thoroughly mixed with the digestive 
fluids. This haustral churning, or segmentation, 
is analogous to the segmentation which occurs in 
the small intestine. Other movements of the 
bowel are the large pendulum movements of 
Rieder (3), consisting of a considerable disloca- 
tion, turning, and winding of those portions of 
the colon which have a long mesocolon, all of 
which occurs without any actual transportation 
of the contents of the bowel. These snakelike 
dislocatory movements occur in everybody in 
various degrees and with varying frequency. 

It is probable that the principal propulsive 
movement in the colon, serving to move the bowel 
content from the proximal colon into and through 
the distal colon, is the mass movement first 
described by Holzknecht (4). This is a most 
striking phenomenon, and, when once seen, can 
never be forgotten. The bowel contents suddenly 
lose their haustral markings and are formed into 
an ovoid, sausage-shaped mass with perfectly 
smooth edges, and rounded at the ends. This 
mass travels at about twice the rate of peristaltic 
waves in the stomach, the distance traveled 
varying with the circumstances. As the mass 
comes to rest, the haustral indentations reappear, 
quickly if the bowel content be semifluid, more 
slowly if the bowel content is of firmer con- 
sistency. It is estimated that these mass move- 
ments occur about six times daily. Further 
studies on this mass movement have been re- 
ported by Barclay, Hertz, and Jordan, and by the 
writer. Before the introduction of the horizontal 
fluoroscope, these large colon movements were 
rarely observed. Holzknecht (4), in 1909, re- 
ported two cases; Fischl and Porges (5), in rgr1t, 
two cases; Barclay (6), in 1912, two cases; 
Schwarz (2), in 1913, two cases; and the writer 
(7), in 1913, reported thirty-seven cases in which 
this mass movement had been observed. In 
recent times, however, especially since the 
horizontal fluoroscope has come to be more exten- 
sively employed, this type of onward peristalsis 
has come to be recognized as being very common. 
Hertz and Barclay have both informed the writer 
that they now see this form of peristalsis fre- 
quently. 

The filling of the stomach and the movements 
of the colon by respiration are important factors 
in the shifting of the contents of the colon. The 
writer’s statement (7) that the content of the 
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colon can be shifted very little, if any, by palpa- 
tion, is confirmed by the observations of Schwarz 
(2), who declares that even with strong pressure 
it is not possible to lift the content of the ascend- 
ing colon into the transverse. The same holds 
true of the distal portion of the colon. In a few 
cases only was Groedel (8) able to affect a move- 
ment of the contents of the colon for short dis- 
tances with a vibrator in full action. The well- 
recognized favorable influence of massage and 
mechanical vibration must, therefore, be produced 
indirectly by increasing the tone of the bowel 
muscle, rather than by any actual mechanical 
pressure of the bowel contents onward. 

Various authorities have constructed tables 
showing the rate of passage of the barium meal 
through the alimentary tract. Summarizing 
these observations, we may conclude that fol- 
lowing a meal in which barium sulphate consti- 
tutes the opaque substance, the stomach should 
be empty within four and one-half hours, the head 
of the barium column having reached the caecum 
at that time. The entire barium meal should 
have passed into the colon by the eighth hour, or 
at most the tenth hour, at which observation the 
head of the barium column should have reached 
the middle of the transverse colon. The head of 
the barium column should reach the descending 
colon from nine to sixteen hours following the 
ingestion of the meal, and the colon should be 
practically empty of barium at the thirty-sixth 
hour. No purgatives should be given on the day 
immediately preceding the examination. The 
barium meal should be substituted for one of the 
ordinary meals, so that the rhythm of meals will 
not be disturbed. 

Technique. The contrast material may be 
introduced into the colon either in connection 
with a meal or by enema. The writer recom- 
mends study of the colon following the meal as 
being more likely to give accurate information 
concerning the function of the bowel, reserving 
the injection of the barium enema for those cases 
in which there is a question of gross obstruction 
(carcinoma, tumors, adhesion bands, etc.) and 
for testing the function of the ileocolic valve. 
Following the barium meal the studies of the colon 
may be carried out at the ninth, twenty-sixth, 
thirty-second, and fiftieth hours. 

Others prefer the barium enema after the meth- 
od of Haenisch (9). The Haenisch enema con- 
sists of water one liter, bolus alba 300 grams, 
bismuth carbonate 75 grams, and water sufficient 
to make one liter. ; 

The writer’s formula (10) is as follows: To 2'2 
dr. of gum tragacanth, add about 1 oz. of alcohol. 


i 


CASE: 


Shake well. Add 20 oz. of warm water, and 
shake. Add 3 oz. of barium sulphate, then 20 
oz. of water, shaking well each time. This mix- 
ture should be made up fresh shortly before using. 

Holzknecht and Singer (11) give the following 
formule: (a) Barium sulphate clysma. To one 
liter of boiling water, a suspension of two soup- 
spoonfuls of finest potato starch in three-fourths 
of a liter of cold water is added, and after being 
boiled again, 160 grams of barium sulphate and 
one-quarter liter of hot water is stirred with it. 
The mixture is then boiled for five minutes and 
cooled off to 112° F. This mixture can be pre- 
served in the icebox several days. (b) The bismuth 
clysma. To one liter of boiling water, a suspen- 
sion of two tablespoonfuls of finest potato starch 
in a quarter of a liter of cold water is added. This 
is boiled again for five minutes and 120 grams 
of bismuth carbonate stirred in three-fourths of a 
liter of cold water is added to it without boiling 
again. 

Jaugeas and Friedel (12) recommend a paste, 
especially for the investigation of the rectum and 
sigmoid. The paste consists of a mixture of 
vaseline and oil in equal parts, to which barium 
sulphate or bismuth carbonate is carefully in- 
corporated in equal parts. This preparation can 
be injected with a syringe. The quantity of the 
injection varies with the importance of the seg- 
ment to be explored. A liter usually suffices to 
reach the splenic flexure. 

The technique prescribed by Haenisch for the 
injection of the colon under fluoroscopic control 
has not been materially improved by any of the 
more recent writers. Before the injection it is 
important that the bowel shall have been cleared 
out very thoroughly by means of appropriate 
laxatives or by thorough enemas or both. The 
patient lying supine upon the trochoscope, the 
barium suspension is placed in a container two or 
three feet above the patient, and is allowed to 
flow by means of gravity through an ordinary 
enema tube and rectal point into the bowel. A 
colon tube is quite unnecessary, a rectal point 
passed two or three inches into the bowel being 
sufficient. The temperature of the clysma should 
be roo° F. The progress of the clysma should be 
watched inch by inch as it ascends the colon. 
A pause in its progress may be caused by a kink in 
the rubber tubing or a clogging in the tube. At 
opportune moments during the inflow of the clys- 
ma, manipulation under the screen may elucidate 
special points. Haenisch advises, after the 
examination, that the container from which the 
injection has been made be lowered and the enema 
allowed to return by gravity. The emptying of 
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the colon is also watched under the fluorescent 
screen and additional information may thus be 
obtained as to the exact site of an obstruction. 

In discussing the advantage of this direct 
réntgenoscopic observation of the opaque clysma 
over the observation after an opaque meal, or 
the observation of the enema after it has been 
injected, Haenisch (13) insists that it is just the 
observation of the filling of the colon in all its 
stages which permits one to recognize abnormal 
conditions of intestinal caliber with the greatest 
accuracy. 

Stereoréntgenography of the alimentary tract 
has been extensively utilized by many workers. 
This method has especial value in the study of the 
colon, particularly the pelvic colon. 

Colonic adhesions. Pers (14), of Copenhagen, 
claims to be the first to describe a technique for 
the detection of colonic adhesions. It is certain, 
however, that many others have already used the 
method which he describes. It was employed by 
Pfahler at least two years before Pers’ publica- 
tion. Pers called attention to the fact that the 
most common causes of adhesions of the colon 
are (1) ulcerous disease of the colon; (2) inflamma- 
tory disease of the colon or other organs of the 
abdomen; (3) trauma of the peritoneum from 
operations; (4) the adhesions due to modern 
fixation operations. Although in some cases the 
adhesions cause no symptoms, they often an- 
nounce themselves by pain and obstruction. 
Patients with colonic adhesions are much to be 
pitied because the adhesions are often not recog- 
nized. While the history may point out the prob- 
able diagnosis, there is much uncertainty; and 
we now know, especially through the work of 

Zastman, Hertzler, Jackson, and others, that 
extensive bowel adhesions may occur as the result 
of chronic intestinal stasis, without any history 
of a definite inflammatory process. 

With réntgenography, and especially réntgen- 
oscopy, we are now able to determine whether the 
bowel is adherent to its surroundings, the site of 
the possible adhesions, and, if operation for relief 
of adhesions is done, to ascertain how far the 
operation is able to restore the motility of the 
intestine. The most common site of pericolonic 
adhesions is, as will be reiterated later, in the 
iliac and pelvic colon, especially about the ilio- 
pelvic junction. 

It is important to emphasize here the necessity 
for proper protection during screen examination. 
Both Pfahler (15) and the writer (16) have 
published warnings against the careless use of the 
X-ray in fluoroscopic work. The tube-holders 
must be very carefully protected with lead or an 
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equivalent thickness of other X-ray protective 
material. The time of exposure of the patient 
during fluoroscopic examinations is likely to be 
unusually prolonged beyond the danger limit; 
hence the greatest care should be exercised to 
avoid over-raying of the patient. As Skinner 
has recently remarked, few réntgenologists know 
how to use the foot-switch, intimating that con- 
tinuous illumination of the screen is usually un- 
necessary, although often practiced. 

One of the most important advantages of the 
fluoroscopic method in the study of the colon is 
the possibility of guided palpation under the 
fluorescent screen. This may be accomplished 
by the protected hand, or, preferably, with some 
palpatorium not opaque to the X-ray. Among 
the chief purposes of this palpation under the 
fluorescent screen are the determination of mo- 
bility, the relation of various shadows, and the 
identification of points of pain on pressure in 
relation to the bismuth shadows. Whether or 
not loops of bowel can be easily separated, the 
mobility of the cecum, the appendix, the trans- 
verse colon, the pylorus, and the descending colon 
are all points which may be studied by the aid 
of the palpatorium almost as well as by manual 
palpation. Only those who have experienced 
the satisfaction of palpating the bismuth-filled 
stomach and bowel under the fluoroscopic screen 
can fully appreciate visualized abdominal palpa- 
tion under fluoroscopic guidance, but unless the 
greatest caution is observed to insure adequate 
protection in réntgenoscopic work, great suffering 
and even loss of life may result from the wave of 
enthusiasm for fluoroscopic work which is now 
sweeping over this country. 

Constipation. The réntgen study of constipa- 
tion and its causes has led to a number of classi- 
fications. The classification of constipation by 
Schwarz (2) considers the hypokinetic and 
dyskinetic forms. In the former there is a lack 
of muscular tone and motor stimuli; in the latter 
there is excessive motility and antiperistalsis to 
a marked degree. The writer finds that it is in 
these cases that ileocecal valve incompetency 
occurs most frequently, the spastic constipation 
and increased antiperistalsis resulting in over- 
distention of the cecum, which is directly the 
cause of the ileocolic valve incompetency. The 
marked spasticity of the bowel in these cases 
causes the intestinal content to be seen as small 
isolated masses. Hertz has added the term dys- 
chezia for those cases where the colon is found to 
be normally active, the food passing through it 
and reaching the rectum in the normal time, the 
delay being due to an abnormally distended 
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ampulla with blunting of the defecatory reflex. 
There may also be cases of congenital dyschezia 
dependent upon some defect in the muscle sense 
of the rectum. 

It seems to the writer that some of the cases of 
so-called dyschezia are really due to adhesions of 
the pelvic colon, especially adhesions involving 
the pelvirectal junction. These adhesions prevent 
the normal uprising of the pelvic colon during 
defecation. In the writer’s opinion, the cause of 
constipation is to be found, in the majority of 
cases, in the colon below the crest of the left 
ilium, that is, in the pelvic colon and rectum, 
the marked spasticity of this portion of the bowel 
being found almost invariably associated with 
adhesions. 

Abdominal tumors. The réntgen diagnosis of 
intra-abdominal tumors by recognition of the 
resulting dislocation of the colon was first de- 
scribed by Stierlin (17). Since then a number 
of others have utilized this method of diagnosis. 
The abdominal organs are not well adapted 
for direct réntgen reproduction. The same is true 
of intra-abdominal neoplasms, tumors, and 
abscesses. Aside from the liver, the spleen and 
the larger subhepatic and subphrenic abscesses, 
the abdominal viscera are not easily visualized. 
The intestines may be filled with ray-absorbing 
substances or with gas. Certain hollow organs, 
as the bladder and kidneys, have been filled with 
collargol. 

Certain groups of intra-abdominal neoplasms 
may be studied, however, by their dislocation of 
the colon. This method is useful only for those 
tumors which are in the immediate neighborhood 
of the colon, particularly tumors of the kidney, 
pancreas, psoas abscesses, and retroperitoneal 
sarcomata. Tumors of the kidney tend to dis- 
locate the colon toward the midline. Tumors of 
the spleen usually occur in front of the colon, 
without displacing it. Tumors of the pancreas 
and retroperitoneal sarcomata usually dislocate 
the transverse colon downward. Psoas and 
iliac abscesses are shown by typical median dis- 
location of the caecum and ascending colon. In 
large uterine tumors, the pelvic colon is com- 
pressed, while the caecum and ascending and, par- 
ticularly, the transverse colon are lifted upward. 
In ovarian cysts, the dislocation of the pelvic 
colon is not characteristic. Morse (18) records 
an instance of a sarcoma of the left kidney which 
could be located by the appearance of a mass 
between the spinal column and the colon filled 
with bismuth. 


Tleocecal tuberculosis. In 1911, Stierlin (19) 


reported that he had found in the réntgen exami- 
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nation a new diagnostic method for the recogni- 
tion of even the early stages of ileocecal tuber- 
culosis. Schwarz (2) has recently voiced his 
unqualified approval of Stierlin’s sign. Nor- 
mally, it never happens that the ileum and also 
the transverse colon contain bismuth while the 
cecum and ascending colon are empty. This 
vacancy in the shadow is not especially caused 
by the anatomical process, but by a hyperesthesia 
of the excited mucosa, so that the colon does not 
permit the accumulation of the faces, but frees 
itself promptly from it by visible contractions. 
Chronic ulcerative tuberculosis may occur in 
various portions of the colon, but it is usually 
combined with more or less severe strictures. 
These strictures may be ring-shaped, or may affect 
larger portions of the bowel which have the shape 
of a tube. The lung is usually involved in these 
cases. 

Colitis. Catarrhal inflammation of the colon 
may be profitably studied by means of the X-ray, 
not so much to demonstrate the presence of the 
colitis as to show the portion of the bowel in- 
volved. Sometimes the spasticity attending the 
colitis involves the entire colon; more often it is 
localized to certain segments, as shown by the 
X-ray. Following the barium meal, the spasticity 
of the bowel is shown by the isolated, scyballous 
masses scattered throughout the segments. Fol- 
lowing the barium injection, the spasticity is 
manifested by a narrowing of the smooth-edged 
shadow of the affected portion of the bowel. 

Kienbéck (20) cites Stierlin’s statement that in 
ulcerative colitis the diseased portion of the bowel 
is always free from large quantities of barium and 
shows only a few long thin lines; the border lines 
of the intestine are parallel without the haustral 
markings, and they enclose between them a very 
clear area which has an increased gas content. 
Schwarz and Novascinski report similar findings. 
All of these authors regard the condition as 
hyperesthesia of the quickly emptying colon 
with a small residue remaining upon the ulcera- 
tion of the intestinal wall in long drawn out lines. 
Kienbéck reports in detail three cases of ulcera- 
tive colitis — two with tuberculosis and one with 
dysentery. 

In his conclusions he mentions the frequency of 
insufficiency of the ileocacal valve in these cases. 
This has already been referred to by the writer. 

In cases of mucous colitis, one may occasionally 
actually show strings of mucus in the bowel, 
thanks to the opaque salt which seems to find 
lodging in the twisted mucous shreds. 

Appendix. Among the earliest studies are 


those of Holzknecht, Fittig and Weisflog, and 
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Jordan (21). A paper by the writer (22), in ror2, 
was the first American contribution to the 
réntgenology of the appendix. Since then there 
have been studies by George (23), Quimby (24), 
and Imboden (25), and by Rieder (26), Schwarz 
(27), Groedel (28), Cohn and Grigorjeff (29), 
and others in Europe. The general conclusion is 
that the normal appendix may fill with barium 
following the ingestion of a barium meal and 
occasionally following the injection of a barium 
clysma. Provided the appendix tills, one may 
determine the presence or absence of adhesions, 
or kinks, or involvement of neighboring viscera, 
and the relation between points of pain on pres- 
sure and the appendical shadow may be judged. 

The question of drainage seems to be most 
important. If the appendix fills and empties 
itself, it is not likely that the filling has any 
pathological significance. On the other hand, a 
poorly drained appendix possesses a potency for 
danger in proportion to the length of time it re- 
quires for emptying. Neither the acutely in- 
flamed appendix nor the obliterated appendix 
can be shown following the barium meal. How- 
ever, the conclusion is not warranted that the 
appendix is obliterated because it does not show 
in the réntgenogram. The appendix may lie 
retrocecal in such a manner as to escape dis- 
covery, even under the most careful tluoroscopic 
manipulation. 

Dietlen (30) has described insufficiency of the 
ileoceecal valve as an important symptom of 
chronic perityphlitis. This view is shared by a 
number of other European investigators. It 
seems, however, that chronic perityphlitis is only 
one of the conditions with which ileocwcal valve 
incompetency is associated. 

Ileocolic valve insufficiency. In 1897, Max 
Hertz, of Vienna, while performing abdominal 
massage on a patient for colic-like pains in the 
ileoceecal region, observed peculiar symptoms 
which he could not explain otherwise than by the 
supposition that the contents of the cecum might 
be pressed backward. After further studies on 
patients, as well as anatomical examinations, he 
described a symptom-complex of insufficiency of 
the ileocecal valve which could clinically be found 
only in such patients as had disturbances pointing 
to the bowel, such as constipation, abdominal 
pains, and sometimes diarrhoea. 

Schwarz (2) makes the statement that “these 
findings remained unnoticed or unbelieved until 
Case, in 1911, first demonstrated réntgenograms 
showing the retrograde filling of the ileum after 
the barium clysma.” In fact, the writer first 
called attention to this réntgen finding in tgo9- 
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1910. Henisch, Holzknecht and Singer, and 
Groedel soon confirmed these findings. Further 
articles have appeared on the subject by Dietlen 
(30), Rieder (3), Kellogg (31), Katsch (32), and 
the writer (33). 

Insufficiency of the ileocecal valve is best 
demonstrated by the retrograde filling of the 
terminal ileum by means of the barium enema 
following the evacuation of the barium enema 
by spontaneous defecation. Examination of the 
competency of the ileocecal valve by means of 
the barium meal is unsatisfactory, although the 
writer has reported a series of more than sixty 
cases in which there was a reflux of ingested food 
from the caecum back into the ileum. 

The chief result of the incompetency is a pro- 
longation of the emptying time of the ileum fol- 
lowing the barium meal, although occasional cases 
will be found in which ileal stasis is due to stenosis 
of the valve or to kinks of the terminal ileum. 
Nevertheless, in the great majority of cases, in 
the opinion of Groedel (34), Kellogg, Schwarz, 
Jordan (35), the writer (33), and others, the 
increased stasis in the ileum is one of the direct 
results of ileoczecal valve incompetency. 

In establishing the presence of insufficiency of 
the ileoceecal valve, Schwarz (2) uses irrigoscopy, 
taking care that only one liter of fluid is used, 
and that the irrigator is introduced only moder- 
ately high. Senn shows that even a normal valve 
may become insufficient by overdistention of the 
valve, and that any massaging maneuvers in the 
ileoceecal region are to be avoided. In order to 
make certain that the test will be absolute, the 
writer has, on the contrary, advised massaging 
maneuvers over the ascending colon in the anti- 
peristaltic direction, and the introduction of a 
sufficient quantity of the enema to make certain 
that the cecum has been distended. Otherwise, 
occasionally an incompetency of the ileoczecal 
valve will be overlooked during the réntgen 
examination, and be revealed later at operation. 

The writer (33) holds that the insufficiency of 
the ileocecal valve is a symptom dependent upon 
obstruction lower in the bowel, and is not a 
disease in itself. Kellogg (31), Schwarz (2), 
Groedel (34), Dietlen (30), and others are of the 
same opinion. The true cause of insufficiency 
of the ileocecal valve is the abnormal lack of 
tone of the structures which make up the valve 
chronic overdistention of the right half of the 
colon, particularly the caecum, as the result of 
which the loosening of the connective tissue is 
quite natural. This distention of the right half 
of the colon is usually the result of chronic ob- 
struction of the colon, due either to adhesions of 
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the pelvic colon or to severe colitis with spasticity, 
both of which conditions lead to increased anti- 
peristalsis and distention of the cecum. These 
conditions lead to stasis and chronic changes in 
the appendix. This observation led some 
European observers, particularly Groedel and 
Dietlen, to believe that there was a direct con- 
nection between insufficiency of the ileocecal 
valve and chronic perityphlitis. 

The writer (7) found insufficiency of the 
ileoczecal valve in one-sixth of fifteen hundred 
cases of constipation. Dietlen (30) found twenty- 
two cases out of one hundred. Singer and 
Holzknecht (11) found three out of fifteen. It 
seems that the percentage of cases of constipa- 
tion presenting ileoceecal valve incompetency is 
nearly constant for different observers. 

At the 1914 meeting of the American Medical 
Association (Section on Physiology and Pathology) 
the writer tabulated a series of twelve tindings, 
most of them réntgenologic, which seemed to in- 
dicate beyond a doubt that the ileocecal valve 
is normally competent, protecting the ileum from 
a reflux of cecal contents. The first of these 
arguments is the observation first made by 
Cannon that the prevailing movement in the 
right half of the colon is antiperistalsis. 

It is hoped that others will take up the study of 
this question, especially in children, to settle 
some of the questions which are not yet conceded 
by the surgeons. 

Mobile, atonic cecum. This condition, first 
described by Wilms, has been the subject of con- 
siderable study and no little controversy. Wilms, 
several years ago, gave up his operation for fixing 
the mobile cecum. There is not sufficient space 
here to review all of the literature of this phase of 
the subject. Suffice it to say that much less 
importance is now being attached to the mobile, 
atonic caecum, the general consensus of opinion 
being that it is the fixed, adherent bowel, rather 
than the mobile bowel, which is the seat of 
stasis and the source of symptoms. 

Abnormal position of the colon. Congenital 
failure of the colon to rotate has been reported 
from the Mayo Clinic, by Stierlin, de Quervain, 
and several others. Hertz has reported one case 
of complete transposition of the viscera. The 
writer has seen one case. Doubtless there have 


been many unreported cases in which the réntgen 
examination has been utilized to demonstrate 
this anomaly. 

Aberrancy of the sigmoid has been especially 
described by Pfahler. Special attention has been 
given the study of the pelvic colon by Pfahler, 
Jaugeas (12), and George and Gerber (36). 
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Aberrancy of the sigmoid is not especially ab- 
normal, except through the enormous gas accu- 
mulations which are sometimes permitted. Pfah- 
ler shows that these gas accumulations may cause 
temporary obstruction by pressure against other 
loops of bowel. 

Adhesions of the pelvic colon, especially about 
the iliopelvic junction, are more likely to be the 
real cause of constipation and resulting gas forma- 
tion in these cases. The work of Eastman and 
others shows that extensive membraniform ad- 
hesions may result from extreme coprostasis with- 
out any visible constriction of the intestinal walls. 
Of course, these adhesions may also result from 
salpingitis and other forms of irritation of the pel- 
vic peritoneum. 

The method of Jaugeas (12) is especially valu- 
able in revealing abnormalities of the pelvic 
colon. It is often extremely difficult to differen- 
tiate between the deformity of the colon resulting 
from extensive sigmoidal adhesions and the filling 
defects attending carcinoma. 

Carcinoma of the colon. Schwarz (2) divides 
carcinoma of the colon into several classes: 

1. Carcinoma with high grade stasis. 

2. Carcinoma without stagnation of the con- 
tents of the colon. 

In the first group, the patients present typical 
symptoms of chronic ileus. The abdomen is 
tense and expanded from the inflated bowel. The 
roéntgen examination is indicated because the 
internist or the surgeon is not able to decide 
whether the obstacle belongs to the small or to 
the large intestine, a question upon the decision 
of which the manner and point of operative inter- 
ference is considerably influenced. 

It is probably wise to begin the examination in 
such cases with a barium enema, following it later, 
if necessary, by the ordinary barium meal. When 
the lesion is thought to be in the colon, the enema 
is likely to give the earliest information. The 
writer (37) has shown that even without the ad- 
ministration of barium it is possible, in most 
cases, to locate the site of the obstruction, thanks 
to the gas distention of the bowel almost univer- 
sally present in these cases. If the central por- 
tion of the abdominal shadow is gas-distended, 
showing the peculiar, reticulated appearance 
characteristic of the small intestine, it is likely 
that the obstruction is not in the colon, but in the 
lower portion of the small intestine. If the caecum 
and ascending colon are gas-distended, it is 
almost certain that the obstruction is in the colon 
and not in the small intestine. 

In cases of obstruction beyond the hepatic 
flexure, the caecum and ascending colon may form 
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an extremely dilated sack, the thickness of a 
man’s arm, hanging low down into the pelvis. 
The content of the sack is usually fluid, and is 
easily recognized by its horizontal level, seen 
with the patient standing, which becomes undu- 
lating when the patient is shaken. Above this 
fluid level there is usually a high-grade gas-intla- 
tion of the hepatic flexure, interlaced with 
haustral lines. In the middle of the transverse 
colon there may be another accumulation of the 
liquid seen only with the patient standing. When 
the obstruction js in the pelvic colon, there may 
also be fluid levels at various points in the 
descending colon. 

Except in the presence of stenosis, the colon 
can never contain such quantities of fluid. In 
cases of catarrh, or where there is liquefaction 
of the feces in the colon, these liquids are soon 
emptied. Stationary spaces filled with fluid and 
gas are found only in stenosis, according to 
Schwarz. 

Antiperistalsis, alternating with onward _peri- 
stalsis, can be seen in the colon proximal to the 
lesion, associated with borborygmi. The lique- 
faction of the content of the colon can only be 
determined when the patient is examined in the 
upright position. If the patient is so weak that 
he can not stand, and it is necessary that the 
examination be made on the horizontal fluoro- 
scope, a correct diagnosis can be made from the 
prominent, and sometimes really severe, disten- 
tion of the colon. Even in this position, lateral 
studies, with the tube on one side and the screen 
on the other, with the patient flat upon his back, 
may serve to demonstrate fluid levels surmounted 
by gas accumulations. Severe, constant meteor- 
ism of the colon is a constant finding in organic 
colonic obstruction, although not pathognomonic 
of malignant obstruction. 

In carcinoma of the large bowel, without stag- 
nation of the content of the colon, the following 
may be stated as a summary of the findings (38): 

1. Exaggeration of colonic antiperistalsis, giv- 
ing the appearance of “peristaltic unrest” 
(Case) to the barium content above the site of 
the lesion, with arrest or hindrance in the on- 
ward progress of ingested barium. 

2. Arrestor noticeable hindrance in the ascent of 
the barium column when giving the barium enema. 

3. Coincidence of a palpable tumor witha point 
of hindrance to the barium meal or barium enema. 

4. A filling defect in the shadow of the barium- 
filled colon. Frequently the filling defect is digi- 
tated, indicating a cauliflower growth. At times 
it may be annular so that one may diagnose an 
annular carcinoma. 
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5. The colon is often distended by gas and gas 
collections are seen surging backward and for- 
ward, owing to the alternations of peristalsis 
and antiperistalsis. 

6. Marked ileal stasis when the neoplasm 
involves the caecum, ileoczcal valve, or the first 
part of the ascending colon. 

The hindrance to the ascent of the barium 
stream may be out of all proportion to the amount 
of actual obstruction. This seems hard to 
explain, owing to the fact that in nearly all cases 
the ordinary meal, as well as the barium meal, 
when taken by mouth, pass the tumor in com- 
pact as well as in liquid condition, whereas the 
lesion presents an almost insurmountable obsta- 
cle for the barium enema, causing the distal por- 
tion of the bowel to overfill, producing localized 
pain and tenesmus. 

This difference between the behavior of the 
lesion to injecta and ingesta can be explained, 
according to Schwarz (2), only by the theory that 
the tumor has adapted itself, from the earliest 
stages, to the pressure of the stools from above, 
and that its funnel is shaped by the natural direc- 
tion of the stools. On the other hand, the enema, 
which approaches suddenly from below, instead 
of from above, does not find the way prepared 
for this abnormal direction of passage, and the 
absolute resistance is established, thus giving 
rise to the picture of valve closure, because it 
occurs only retrogradely (ventilverschluss). 

The overfilling of the portion of the bowel 
distal to the lesion, with localized pain and tenes- 
mus, develops especially just below the point of 
stenosis. If the patient complains that the pain 
is severe, the irrigation should not be forced any 
further. Even the mere pressure from the irriga- 
tion might cause perforation of a disintegrating 
tumor. 

One point to which attention is called by all 
writers on the subject is the necessity for repeat- 
ing the examination after the lapse of a day or 
two, at least, in order to verify the findings. 

One of the most important lessons pointed out 
by the foregoing summary of réntgen studies of 
the colon is that the X-ray investigation of any 
part of the alimentary tract must include a careful 
study of the entire digestive system. Just as in 
réntgenography of urinary calculi one does not 
feel justified in reaching conclusions without 
having carefully searched the entire urinary tract, 
so also in gastro-intestinal réntgenology one 
should not express any conclusions until the 
entire alimentary tract has been studied. The 


various segments of the alimentary canal present 
such an intimate interrelation governed by re- 
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flexes, not as yet any too well understood, that 
conclusions, especially when operative measures 
are to be based upon them, should be expressed 
only after the most thoroughgoing studies. 
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Gray, H. M. W.: Discussion on the Evolution of 
the Shockless Operation — Anoci-Association. 
Brit. M. J., 1914, ii, 349. By Surg., Gynec. & Obst. 


The author considers the subject from the clinical 
side only. He has for many years been using local 
anesthesia and looks upon it as the most important 
means ‘‘for the prevention of pains and therefore 
shock.”’ He looks upon general anesthetics, nar- 
cotics, and other precautionary measures merely as 
adjuvants to the local anesthetic; and argues against 
needless and protracted preparation before opera- 
tion. In order to exclude external impressions dur- 
ing immediate preparation and actual operation, 
after receiving an injection of omnopon the patient’s 
eyes are covered with lint or cotton-wool pads and 
the ears are stopped with moist cotton-wool. Of 
the three general anesthetics — chloroform, ether, 
and nitrous oxide — he thinks the latter in skilled 
hands is the best but that for general use the open 
drop ether method is preferable. His method of 
using a preliminary narcotic is as follows: 

The night before operation a good night’s rest is 
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Bonola, F.: Technique for Intraneural Injection 
of the Superior Maxillary Nerve at the Foramen 
Rotundum (Di una tecnica per le iniezioni neuroli- 
tiche nel nervo mascellare superiore a livello del 
foro grande rotondo). Bull. d. sc. med., tgt4, Ixxxv, 
166. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author asserts that the previously described 
methods of injection of the superior maxillary at 
the foramen rotundum are too difficult and uncer- 
tain and sometimes too dangerous. ‘These dis- 
advantages are overcome by a new method of supra- 
malar puncture, with a dull lumbar puncture needle, 
which has a curvature of 175 degrees, 2 cm. from 
the end, and is somewhat notched 5 cm. from the 
end. The needle is inserted at the angle between 
the ascending and horizontal branches of the 
zygoma, as near as possible to the horizontal branch, 


assured the patient by giving 5 grains of veronal at 
5 P.M. and again ato P.M. One and one-half hours 
before operation, two-thirds of a grain of omnopon 
is given with 1/150 grain scopolamine in 17 minims 
of water. This produces an agreeable indifference 
to what is taking place and apprehension is removed. 
Gray has long ago given up spinal anesthesia; he 
relies on nerve-blocking and local infiltration. In 
abdominal cases he blocks the intercostal and lum- 
bar nerves in the subcostal groove and as far back 
in the loinas convenient. ‘To save time and prevent 
post-operative pain more certainly he infiltrates the 
skin and subcutaneous tissue along the line of inci- 
sion. He is now using a solution of novocaine 0.25 
per cent, potassium sulphate 0.4 per cent, and 12 
drops of (synthetic) adrenalin to each too ccm. 
This was introduced by Hoffmann and Kochmann. 
Gray calls it an ““N. P. A.” solution — novocaine- 
potassium-adrenalin — ‘‘ No-Pain-Atter.”” Of this 
solution 80 to 120 ccm. may be used. He states 
that in over 2,000 abdominal operations shock was 
present in only two —and in beth cases dread of 
operation had dominated the patient’s mind for 
weeks. M. S. HENDERSON. 


HEAD AND NECK 


and kept perpendicular to the horizontal branch, so 
that the concavity of the needle is directed upward. 
The needle must be carried in the same direction 
until bony resistance is felt at a depth of about 3 cm. 
This resistance is offered by the crista sphenotem- 
poralis, which separates the temporal and zygomatic 
fossa, and whose lower end must be found by gently 
pushing the needle downward. Then the needle is 
pushed farther in, to about 5 cm.,so that the end of 
the needle reaches the highest point of the fossa 
pterygomaxillaris and the superior maxillary nerve. 

The only uncertainty in the method is offered by 
possible anomalies of the crista, but these are rare, 
as in 500 autopsies they were found only 23 times, 
and they only interfere with the method when there 
is abnormal largeness of the crista. The method 
does not endanger any important nerves or vessels. 

STRAUSS. 
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Tschistjakoff, N. L.: Resection of the Upper Jaw in 
Malignant New-Growths (Zur Frage der Resek- 
tion des Oberkiefers bei bésartigen Neubildungen). 
Chirurgia, 1914, Xxxv, 187. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


This statistical work includes 77 cases of malig- 
nant new-growths of the upper jaw; 48 of them sar- 
comata, and 29 carcinomata from 1884-1912. Of 
the 77 cases, 45 of sarcoma and 25 of carcinoma were 
operated on; 7 cases were inoperable. 

The ages of the carcinoma cases, 37.4 per cent, 
ranged from 40 to 60 years; the sarcoma cases from 
1o to 20. The most frequent point of origin of 
the tumors was the mucous membrane of the 
alveolar process and the maxillary sinus, 28.5 per 
cent of the carcinomata and 42.5 per cent of the sar- 
comata originating there. Microscopical examina- 
tion of the carcinomata showed 11 medullary car- 
cinomata, 4 glandular, 1 alveolar, and 1 squamous- 
celled epithelioma. 

The 36 sarcomata were distributed as follows: 
globular-celled 9, fibrosarcoma 8, osteosarcoma 7, 
osteoid fibrosarcoma 1, myxoid fusiform-celled 2, 
giant-celled 3, myxosarcoma 1, cystosarcoma 1, 
angiosarcoma 1, endothelial sarcoma 1, polymor- 
phous-celled 1. Among the 25 operations for car- 
cinoma 19 were complete resection, 1 of them bilat- 
eral, and 6 partial resections. Among the sarcomata 
there were 34 complete resections, 3 of them bi- 
lateral, and 13 partial ones. There was preceding 
ligation of the carotid artery in 8 cases. Dieffen- 
bach’s incision was used in 61 per cent of the cases; 
Kocher’s, Weber’s, and Langenbeck’s in the others. 

After the operation only 7 cases died, 15.5 per cent 
mortality; the cause of death was purulent men- 
ingitis in one case, embolus of the Sylvian fossa in 1, 
and acute anemia in 5. Reports of the ultimate 
results could be obtained from only one-third of 
the patients. 

Of the 19 complete resections the further fate of 
10 is unknown; in 4 there was recurrence after 1 
month, in 1 after 2 months, in 1 after 10 months, in 
1 after 1 year and g months, and in 1 after 2 years 
and 4 months. 

Of the 32 complete resections for sarcoma 7 died, 
as reported before; nothing is known of 10; in 2 there 
was recurrence while still in the hospital; 1 died of 
recurrence after 4 months, 1 after a year, 1 after 
3 years and 10 months, 1 after 13 years, and 6 are 
still alive, one after 6 years, 2 after 7 years, 1 after 13 
years, and 2 after 14 years — 53.3 per cent, there- 
fore, remained without recurrence more than 3 years. 

SCHAACK. 


Rinderspacher, K.: Value of Lumbar Puncture in 
Medicolegal Judgment of Head Injuries (Die 
Bedeutung der Lumbalpunktion fiir die Begutach- 
tung von Kopfverletzungen). Fortschr. d. Med., 
1914, XXXii, 405. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In patients who bring suit for head injuries and 
complain of headache, intolerance for alcohol, etc., 
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especially when there are no objective symptoms 
and malingering is suspected, the author recom- 
mends lumbar puncture in the prone position. An 
increase in pressure indicates an anatomical lesion 
inside the skull, irritation of the meninges, or chronic 
serous meningits. Normal pressure does not prove 
that there is no lesion, but shows that in cases that 
were positive at first the organic changes are no 
longer exercising an irritant effect on the meninges. 
It is important in differential diagnosis that in pure 
neuresthenia the lumbar pressure be normal; on the 
other hand, it is increased on pressure, taking of 
alcohol, and often in anemia and arteriosclerosis. 
It is important, with reference to later examinations, 
that the pressure of the cerebrospinal fluid should be 
determined and a microscopical examination made of 
it immediately after a trauma of the head. 
GRASHEY. 


Dunn, A. D.: Pituitary Disease, a Clinical Study 
of Three Cases. Am. J. M. Sc., 1914, cxlvii, 214. 
By Surg., Gynec. & Obst. 


Dunn presents a clinical study of three cases of 
pituitary disease of different types. He emphasizes 
the value of good X-ray plates in obscure disorders 
of growth, of sexual development and activity, and 
in symptoms pointing to intracranial trouble. Dis- 
turbances of vision, migraine, epileptic attacks, 
psychical anomalies, and trophic disorders — such 
as obesity, infantilism, impotence, gigantism, 
dwarfism, menstrual disturbances without pelvic 
explanation — should call for an X-ray examination. 

He concludes with a scheme of classification of 
disturbances of pituitary function, as follows: 

1. Affections of the pars anterior: 

a. Hyperfunction — acromegaly, gigantism. 

b. Hypofunction — true or pituitary dwarfism — 
not chondrodystrophic, rachitic, or cretinic dwarfs. 

2. Affections of the pars posterior: 

a. Hyperfunction — diabetes insipidus. 

b. Hypofunction — hypophysial obesity — dys- 
trophia adiposogenitalis. 

3. Mixed affections: 

a. Hyperfunction of the pars anterior with hypo- 
function of the pars posterior — acromegaly with 
hypophysial obesity. 

b. Hypofunction of both lobes — dwarfism with 
hypophysial obesity. 

4. Hypophysial disturbance, in conjunction with 
perverted activity of other glands. 

a. Ovarian or testicular hypofunction with: 

1. Hyperfunction of the pars anterior — acrome- 
galy with sexual impotence — eunuchoid giants. 

2. Hypofunction of the pars anterior — pitui- 
tary dwarfism with sexual impotence. 

3. Hypofunction of the pars posterior — dystro- 
phia adiposogenitalis. 

b. Associated with disturbances of the functions 
of other ductless glands; i. e., adrenals, pancreas, 
thyroid, pineal gland, thymus (status thymolym- 
phaticus), etc. Rosert H. Ivy. 
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Schleidt, J.: The Hypophysis in Feminized Males 
and in Masculinized Females (Uber die Hypoph- 
yse bei feminierten Minnchen und maskulierten 
Weibchen). Zentralbl. f. Physiol., 1914, xxvii, 1170. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


A report is given of the histological studies of a 
series of rats, consisting of sexually normal animals, 
castrated ones, and ones in whom, alter castration, 
glands of the other sex had been implanted. As in 
these feminized and masculinized animals the effect 
of the generative part of the genital glands was 
excluded by the transplantation, and only the 
interstitial part was active, a study could be made of 
the question of whether the changes in the hypoph- 
ysis after castration, described by Zacherl, were 
due to the lack of the generative or the interstitial 
part of the glands. The results were a decrease of 
eosinophile cells and the appearance of large vesicu- 
lar cells with pale nuclei and vacuoles in the hy- 
pophyses of the castrated animals; on the contrary, 
in the masculinized and feminized animals the hy- 
pophyses showed the type of sexually normalanimals, 
with the exception of one in which one of the im- 
planted glands was completely absorbed — in this 
case solitary vesicular cells with vacuoles. This 
seems to show that the changes in the hypophysis 
after castration are due to the lack of the interstitial 
part of the male and female sexual glands. Satie. 


NECK 
McKenty, F. E.: Tumors of the Neck. 


Gynec. & Obst., 1914, xix, 141. 
By Surg., Gynec. & Obst. 


Surg., 


Tumors of interest from an embryological or 
developmental point of view, occurring in the neck, 
are of great importance on account of their com- 
parative frequency and difficulty of diagnosis. 
The records of the Royal Victoria Hospital during 
the past ten years showed 15 cases of branchiogenic 
cysts, 5 of branchiogenic carcinoma, 9 of thyroglos- 
sal cysts, and one carotid body tumor. A review of 
the embryology and development of the neck was 
considered rather in detail, in order that a better 
understanding of these tumors might be obtained. 
The main features discussed were the formation of 
the precervical sinus; the entire development of 
the thyroid from the floor of the mouth; the fate of 
the ultimobranchial bodies; and, finally, the devel- 
opment of the carotid body from the sympathetic 
system. 

In reviewing the records of the cases reported, it 
was pointed out that the branchiogenic cysts are 
usually of slow growth but may suddenly increase in 
size on account of infection or malignant change. 
Branchiogenic carcinomata are very malignant and 
are most frequently found in those more than 50 
years of age. In regard to thyroglossal cysts the 


frequency of recurrence was noted, due to the fact 
that the surgeon had not completely extirpated the 
cyst wall owing to difficulty in following it through 
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or behind the hyoid bone. Carotid body tumors 
are usually of slow growth; are looked upon as be- 
nign tumors; and are very difficult of removal on 
account of their situation at the bifurcation of the 
common carotid, one of the vessels usually requiring 
ligating in attempts at removal. 

In conclusion, it was pointed out that in all neck 
tumors a thorough examination of the mouth, 
pharynx, and larynx was necessary to exclude the 
possibility of disease in that region, and particular 
emphasis was laid on the fact that the study of these 
tumors involved the study of the tumors occurring 
in the parotid-submaxillary region (parotid or mixed 
tumors), and it was suggested that these tumors 
should be called “‘arch tumors” (1 or 2), because all 
the tissues are found present which take part in the 
formation of the arch (cartilage, etc.). 

From the many complicated changes occurring in 
this region it is not difficult to assume that the 
snaring off of embryonic portions of these arch 
structures could easily account for the mixed tumors 
found in this situation. 


Grumme: Theory of Basedow’s Disease, Myxcoede- 
ma, Cretinism, and Mountain Goiter; Hyper- 
and Hypothyroidism (Zur Theorie von Morbus 
Basedowii, Myxédem, Kretinismus und Gebirgs- 
kropf. Hyper- und Hypothyreoidismus). Berl. 
klin. Wehnschr., 1914, li, 737. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author discusses the view of Marimon of 
Barcelona that there is no such thing as hyper- 
thyroidism but that (1) myxoedema and cretin- 
ism are due to defective utilization by the thy- 
roid of the iodine taken in with the food: the organ- 
ism does not get enough metabolized iodine; and 
(2) in Basedow’s disease the iodine that gets into 
the blood is not sufficiently metabolized, so that the 
body is flooded with unmetabolized, that is, inju- 
rious, iodine. 

The author comes to the conclusion that natural 
iodine albumen, after it has been changed into a 
form peculiar to man, serves as a hormone in the 
internal secretion. 

The first cause of myxcedema is a lack of iodine 
in the nutrition; that of Basedow’s disease a func- 
tionally weak thyroid gland with suflicient or 
excessive iodine in the nutrition. From this it 
follows that in myxoedema there is a lack of the 
peculiar form of iodine that arises from transfor- 
mation in the thyroid gland; in Basedow’s disease 
there is an excess of foreign organic iodine. 

Grumme draws the following practical conclu- 
sions: (1) Cretinism and myordema, as well as 
endemic goiter, are favorably affected by thyroid- 
iodine; (2) the endemic goiter of moutnain regions 
is also decreased in size by inorganic iodine, but 
more so by organic iodine albumen preparations; 
(3) in Basedow’s disease any form of iodine is in- 
jurious; (4) in apparently simple goiter, which is 
often a precursor of Basedow’s disease, iodine is 
also harmful. BIeERNATH. 
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Chiari, R.: Are All the Heart and Blood-Vessel 
Symptoms in Basedow’s Disease Due to the 


Disease (Sind alle bei Morbus Basedow vor- 
handenen Herz- und Gefisserscheinungen Base- 
dow-Symptome)? Zischr. f. angew. Anat. u. Kon- 


stitutionsl., 1914, 1, 280. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
This work tries to clear up the injurious effects 
on the heart in Basedow’s disease. The author 
calls attention, in the first place, to the fact, which 
has been proven anatomically, that there is no 
definite relation between the heart symptoms and 
the other Basedow symptoms. A myocarditis, 
which would be expected in severe cases, in analogy 
with other processes causing heart insufficiency, is 

rarely found. 
The heart symptoms cannot be explained through 
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Lampe: Castration in Cancer of the Breast (Kas- 
tration bei Mammacarcinom). Monatschr. f. 
Geburtsh. u. Gyndk., 1914, XXxXix, 704. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author observed in five cases that carcinoma 
of the breast was favorably influenced by castration, 
and the effect was noticeable a few days after the 
operation. In one case the primary tumor decreased 
in four weeks to one-third of its original size, and 
the enlarged axillary glands disappeared com- 
pletely. This method, suggested by Beatson, has 
only a palliative value, but used as a preliminary 
operation before radical amputation of the breast 
it may improve the result. RUHEMANN. 


Peuckert: Technique of Extensive Resection of the 
Thorax in Old Cases of Empyema (Die Technik 
ausgedehnter Thoraxresektionen bei veralteten 
Empyemen). Beitr. 3. klin. Chir., tot4, xci, 482. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author recommends the operative treatment 
of old cavities from empyema in four stages. (1) 
The first consists in free opening of the thorax at 
the lower end of the cavity, followed by aseptic tam- 
pon and irrigation. (2) In the second the posterior 
or thoracic wall of the cavity is incised. (3) While 
in the third the anterior wall is incised. (4) Last, 
Schede’s flaps, the already incised ribs, and the 
thickened pleura are freed. Gridiron incisions are 
made in the pleura. 

In smaller cavities stagestwo and three,and some- 
times four, can be combined. The author has oper- 
ated on 10 cases of metapneumonic empyema in 
this way and one case of tubercular empyema — 
no deaths resulted. Later examination showed 
that there were no fistula and that the general con- 
dition was good. Only the tubercular case had a 
small bronchial fistula with only a slight secretion. 
Often after the resection of the lower ribs in the 
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the specific effect of the Basedow’s disease, but are 
to be attributed to different functional disturbances, 
which are generally present before the beginning of 
the Basedow’s disease, but only become manifest 
after it develops. An important point is that the 
history of Basedow patients often shows a heredi- 
tary taint of rheumatism, scarlet fever, chorea, 
kidney disease, or congenital hypoplasia of the 
blood-vessels. Such antecedents serve as a basis 
on which Basedow’s disease may develop. If 
valvular disease is already present, the Basedow’s 
disease hastens the insufficiency resulting from it. 
The foundation of the heart symptoms in Basedow’s 
disease is to be attributed to changes in the heart 
in youth and to a degenerative predisposition— 


habitus asthenicus. 
Horz. 


THE CHEST 


first stage there is free discharge of secretion, fall in 
temperature, and surprising improvement in the 
general condition. NAEGELI. 


Bernard, Léon, and Paraf, J.: The Origin of Pleural 
Effusions following Pneumothorax in the 
Tubercular—Natural and Artificial Pneumo- 
thorax (L’origine des épanchements pleuraux con- 
sécutifs aux pneumothorax chezles tuberculeux— 
pneumothorax naturels et pneumothorax artificiels). 
Bull. Soc. @etud. sc. sur la tubercul., 1914, iv, 9. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The pleural exudates that frequently follow a 
spontaneous or artificial pneumothorax are almost 
all caused by the tubercle bacillus and not by a 
secondary infection. They are generally serous at 
first, gradually become turbid, and if they last long 
enough, finally, purulent. Independently of the 
character of the exudate, bacilli are often found in 
it in such great quantities that they can be found 
in a simple smear, and often in such small numbers 
that they can only be demonstrated by inoculation 
in animals. The course and character of the 
pleuritis are not influenced by these differences. 
In the exudate, after spontaneous pneumothorax, 
there are generally many tubercle bacilli; after 
artificial pneumothorax only a few. 

The authors concluded that this difference was 
due to the fact that spontaneous pneumothorax is 
generally an open or valve pneumothorax, while 
the artificial pneumothorax is closed, and they tried 
to find whether there was a constant relation be- 
tween the kind of pneumothorax and the number 
of bacilli in the exudate. They tried to determine 


the kind of pneumothorax in vivo by intrapleural 
measurement of pressure with Kuss’ insufflation 
apparatus, and by the injection of an aqueous solu- 
tion of methylene blue into the pleural cavity. 

In open pneumothorax the pressure is the same 
as, or lower than, the atmospheric pressure and the 
excretion blue; in valve pneumothorax the pressure 


is higher than the atmospheric and the excretion 
uncolored; in closed pneumothorax the intrapleural 
pressure is negative, but rises on insufflation of gas, 
and the excretion is not colored blue. The reliability 
of this method of examination has been confirmed 
many times on autopsy. The _ bacteriological 
examination of the pleural exudate at the same 
time showed that, in fact, in open and valve pneu- 
mothorax there were always large numbers of a 
bacilli, while in closed pneumothorax it was almost 
free of bacilli. 

The purely tubercular nature of pleural effu- 
sions after pneumothorax makes it probable 
that with the beginning cf the latter there is fre- 
quently an irruption of greater or smaller num- 
bers of bacilli into the pleural cavity. In open and 
valve pneumothorax this may come about from the 
fact that the tubercular patient coughs into his 
pleural cavities to a certain extent through his 
pleuropulmonary fistulae. This is generally the 
case in spontaneous pneumothorax. 

In artificial pneumothorax the breaking down of 
adhesions opens the way to the pleural cavity for 
the bacilli. If a fibrous pachypleuritis with a few 
small tubercles was the cause of the adhesions, when 
they are broken down only a few foci of bacilli are 
set free, and a little exudate, free of bacilli, enters; 
the pneumothorax remains closed. But if there 
was extensive caseous pleuritis, with the breaking 
down of the adhesions a pleuropulmonary fistula 
might easily arise, the pneumothorax become open, 
and an abundant irruption of bacilli take place. 
Operative injuries of the lung in the insufflation of 
gas are more rarely the cause of lung fistula and 
the entrance of many bacilli. 

In the discussion Rist and RENON confirmed the 
essential points of the authors. Harrass. 


Lyon, J. A.: Therapeutic Artificial Pneumothorax 
as Associate Treatment of Pulmonary Tuber- 
culosis; a Preliminary Report of Sixty-Two 
Cases. Boston M. & S.J., to14, clxxi, 329. 

By Surg., Gynec. & Obst. 

With few exceptions all of the cases reported 
were bilateral. It has been the author’s rule to 
refrain from at once establishing a complete collapse 
of one lung when the disease extends beyond the 
apex in the opposite lung. The greatest value of 
artificial pneumothorax lies in relieving the cough, 
the amount of expectoration, and the toxemia, by 
restricting the mobility of the more extensively 
diseased Jung. Later, if conditions are favorable, a 
complete pneumothorax may be established. In 
several cases, following this treatment, all physical 
signs of active disease have disappeared in the apex 
of the untreated lung. This change is credited to 
the diminishing of the cough, expectoration, and 
toxemia. 

The failures are recorded under three headings: 
(t) unilateral cases with extensive pleural adhesions; 
(2) cases in which an active process in both lungs 
has extended beyond the apices; and (3) cases which 
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were rapidly reaching the terminal stage. On 
account of the simplicity of the method, the For- 
lanini operation was used. The technique is given 
in detail. 

Pleural shock, cardiac dilation, infection, sponta- 
neous pneumothorax, air embolism, pulmonary 
hemorrhage, and recrudescence in the untreated 
lung are the chief dangers accompanying induced 
pneumothorax. 

Of the 62 cases treated, 2 were incipient and 
treatment was given to relieve frequent hemoptysis. 
The lungs in both instances have remained collapsed 
and there has been no return of the hemoptysis. 
There were 31 cases in the moderately advanced 
stage of the disease: 2 in which the prognosis was 
questionable, 17 unfavorable, and 12 bad. In three 
instances the lung was collapsed to relieve hamor- 
rhage and the experiment was successful. The 
treatment had to be discontinued with two of the 
patients on account of a recrudescence of the disease 
in the opposite lung. One developed a severe 
hemoptysis in the uncollapsed side and the treat- 
ment had to be abandoned. Four had to be dis- 
continued on account of a recrudescence in the 
opposite lung, in one on account of neurosis, in 3 
because a suflicient amount of gas could not be in- 
troduced to insure results. In two instances the 
treatment was abandoned on account of the occur- 
rence of pleural shock, as the patients became 
unconscious. The treatment was discontinued in 
still another case which developed appendicitis. 
One patient died following a spontaneous pneu- 
mothorax, and the treatment was discontinued in 
another case on account of adhesions at the base of 
the opposite lung, causing marked dyspnoea. 

Of the 15 remaining patients, 5 have been dis- 
charged and are doing well; 3 of this number are 
at present employed. The treatment is being con- 
tinued satisfactorily in the remaining to cases, many 
of whom will soon be discharged. 

The greatest number of injections made in a 
given case was 28; the maximum amount given was 
1700 ccm. and the minimum amount was 50 ccm., 
with the exception of the patients suffering from 
pleural shock to whom none was given. In the 29 
far advanced cases the prognosis was unfavorable 
in 10, and bad in 19. The treatment was discon- 
tinued in 8 instances on account of recrudescence 
in the untreated side, 4 on account of neurosis, 10 
on account of dense unyielding pleural adhesions. 
One died of acute cardiac dilation and pulmonary 
edema. Of the 6 remaining patients, one has been 
discharged as arrested and is working; 3 are progress- 
ing satisfactorily; the treatment was discontinued 
in another instance on account of pregnancy; and 
the one case remaining is a spontaneous pneumotho- 
rax, the collapsed lung being maintained by occa- 
sional introductions of gas. 

When the results of the treatment are analyzed, 
it must be understood that in almost every instance 
the prognosis was not encouraging and was, in most 
instances, exceedingly bad. Of the 62 cases treated, 
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58 were bilateral and 4 were unilateral. The treat- 
ment was discontinued in 13 cases on account of 
dense unyielding pleural adhesions, and in 12 on 
account of recrudescence of the disease in the un- 
treated side. Epwarp L. CorNe.t. 


Uffreduzzi, O.: Surgical Treatment of Pulmonary 
Tuberculosis. /nlernat. J. Surg., 1914, Xxvil, 275. 
By Surg., Gynec. & Obst. 

Among the recent methods of surgical treatment 
ot tuberculosis of the lung has been the resection of 
the first rib by Freund, who believes that compres- 
sion of the lung apex causes a poor blood supply. 
Shrinkage of the diseased lung has also been tried 
by ligating branches ot the pulmonary artery. 
Next pneumothorax was advocated by Forlanini; 
this was limited in application to unilateral tuber- 
culosis and a chest free from adhesions. When 
adhesions are present, Friedrich, Bauer, and Schede 
have resorted to thoracoplastica extrapleurica. If 
the lower lobe is involved, phrenectomy in the neck 
has been done. 

The author has killed animals four months after 
phrenectomy had been done and found the lung 
perfectly aérated throughout; no changes had oc- 
curred. Sauerbruch has performed it on a few cases 
with favorable results. 

Pneumothorax is the best surgical treatment, 
next to which comes thoracoplastica extrapleurica as 
done by Wilms. Phrenectomy is a relatively simple 
operation and may be used in tuberculosis of the 
lower lung in conjunction with thoracoplasty. 

EUGENE Cary. 


TRACHEA AND LUNGS 


Good, R. H.: Removal of Two Nails from Bronchi 
of Child Two Years Old. M.J., 1914, 
364. By Surg., Gynec. & Obst. 

This case was seen early, an X-ray taken shortly 
after the accident, disclosing two nails, heads down, 
one in either bronchus. The child became very 
cyanotic at times, because the heads of the nails 
closed the lumen of the bronchi. 

Bruening’s smallest bronchoscopic tube was 
used, and the nails were removed by grasping them 
with forceps —the tube, forceps, and nail being 
removed at the same time, as the diameter of the 
heads of the nails was greater than that of the tube. 
The patient was kept in a steam-tent for two days 
and the throat occasionally sprayed with adrenalin 
and cocaine. At the end of 36 hours a slight oedema 
of the glottis developed, but soon subsided. 

The author emphasizes the importance of immedi- 
ately taking X-ray pictures in these cases and of the 
use of short exposures — one-tenth to one-fifth of 
asecond. Foreign bodies should always be removed 
as soon as possible. Tracheotomy is not advisable, 
as it greatly increases the mortality and is not 
necessary. EUGENE Cary. 
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Henschen, K.: Experiments in Intrathoracic Sur- 
gery of the Lung (Experimente zur intrathorakalen 
Lungenchirurgie). Bettr. z. klin. Chir., 1914, xc, 
373. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author performed the following experimental 
operations: 

1. The bringing of the lower lobe under the 
diaphragm in order to attain as great contraction 
as possible from compression. 

2. Enveloping a lobe of the lung in a purse-like 
covering of transplanted fascia to produce lobar 
compression of only one lobe. 

3. The use of a flap of fascia to hermetically close 
the bronchial stump in extirpation of a lobe of the 
lung. It is well known that extirpation of a lobe of 
lung often fails because this stump 1s not perfectly 
taken care of and mediastinitis results; the care of 
the bronchial stump is a technical problem that has 
not yet been solved. 

4. Strengthening Tiegel’s peribronchial suture 
of the bronchus after rupture of the bronchus or 
bronchotomy by placing a strip of fascia around it, 
as well as permanent ligature of a bronchus with 
a strip of fascia or tendon. 

5. The placing of the lower lobe under a flap of 
fascia fastened to the diaphragm to attain intense 
compression of the lung. 

6. The artificial raising of the diaphragm to 
support the lung in compression. 

7. Compression of the lung from above and below 
by the insertion of two flaps of fascia. 

Among these numerous new methods the author 
is only ready to report on the first. The experiments, 
which were made on dogs, showed that the artificial 
displacement of the right as well as the left lobes of 
the lung under the diaphragm caused intense com- 
pression of the lung; the lung, compressed between 
the diaphragm and the liver, showed a marked 
degree of compression atelectasis. All of the 
animals except one, which died of pleurisy from the 
operation, survived. 

The author proposes that this should be used as 
an early operation in bronchiectasis of the lower 
lobe in human beings. It leads to a degree of com- 
pression of the organ that cannot be attained by 
any other operation. ADLER. 


HEART AND VASCULAR SYSTEM 


Carrel, A., and Tuffier, T.: Pathological and Experi- 
mental Study of Surgery of the Orifices of the 
Heart (Etude anatomo-pathologique et expéri- 
mentale sur la chirurgie des orifices du coeur). 
Presse méd., 1914, xxii, 173. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In operating for heart disease the kind of valve 
lesion is important, as well as the condition of the 
heart and blood-vessels. According to the au- 


thors’ research, mitral stenoses, some aortic steno- 
ses, and some pulmonary stenoses may be operated 
on. 
The dangers of operation consist in injuries to the 


coronary arteries, hemorrhage, entrance of air into 
the heart and vessels, and in the formation of 
thrombi. The coronary veins can be ligated with- 
out danger, but ligation of the arteries is well borne 
only in the peripheral segment. The severity of the 
hemorrhage depends on the size and direction of 
the wound. Hemorrhages from the right auricle 
are the hardest to control. The entrance of air 
into the left ventricle is a very grave accident, as is 
also the formation of thrombi. The so-called dan- 
gerous zone in the heart muscle includes the coro- 
nary arteries from their mouth to the first bifurcation 
and the septum between the two auricles. An in- 
cision in the region of the boundary between the 
auricle and ventricle causes immediate cessation of 
heart action, as Haecker and Schepelmann have 
shown. Also at the boundary of the upper and 
middle thirds of the anterior longitudinal groove 
there is a point, the mechanical irritation of which 
immediately stops the heart. 

Among the methods for temporary haemostasis 
the authors believe the one best borne is compression 
of the superior and inferior vena cava, as recom- 
mended by Haecker. Internal and external val- 
vulotomy is practiced in the treatment of stenosis; 
the former is accomplished by making an incision 
with a suitable instrument, either near the contract- 
ed place or at a distance from it. Another method 
of treating stenosis is to form an anastomosis be- 
tween two points above and below the contracted 
place. An intercostal incision is recommended as 
the best mode of approach to the heart. Several 
case histories conclude the work. HAECKER. 


PHARYNX AND C&SOPHAGUS 

Syring: Clinical and Experimental Study of Plastic 
Operation on the Csophagus (Klinisches und 
Experimentelles zur (sophagoplastik). Deutsche 

Ztschr. f. Chir., 1914, CXxviil, 260. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The author reports the case of a 22-year-old girl, 
on whom a plastic operation was performed on the 
cesophagus for stricture, following corrosion with 
silver nitrate solution. A loop of jejunum was used, 
beginning about 35 cm. below the jejunoduodenal 
fold; about 20 cm. of the jejunum was freed of its 
mesentery, resected transversely at the lower end, 
drawn up through a slit in the mesocolon, and the 
upper opening sutured into the skin of the thorax, 
so that the motion was, of course, antiperistaltic. 
The asophagus was connected with the stomach 
by anastomosis, and then a lateral anastomosis 
made between the transplanted loop and the distal 
end of the jejunum which had been closed. The 
transplanted loop was narrowed by the torsion of 
silk sutures around it. The loop, which opened at 
the level of the nipples, remained well nourished, 
but the upward peristalsis soon proved disastrous. 
Food given through a Witzel fistula, that had been 
established before the operation, was rejected a 
short time after being given through the upper open- 
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ing; it was sometimes mixed with bile and amounted 
to as much as 1,950 ccm. daily. An attempt was 
made to prevent this, first by sectioning the trans- 
planted loop between the anastomosis, in order to 
prevent regurgitation from the duodenum, and later 
by separating the mesentery, still attached to the 
loop, in order to cut off nervous influence. These 
attempts were unsuccessful and the patient died of 
pulmonary tuberculosis which had developed mean- 
while. 

The previously published case reports have held 
that peristalsis in the transplanted loop was of no 
significance. In Roux’s method the loop is placed in 
such a position that peristalsis takes place in the 
normal direction, but in this case it was so much 
more convenient that the antiperistaltic direction 
was deliberately chosen, because it had always been 
reported that the direction of peristalsis made no 
difference, and that peristalsis gradually stopped. 
The preceding case shows that this idea is mislead- 
ing and dangerous. Syring believes that this case 
shows that the autonomous system of ganglia in the 
intestinal wall determines the intestinal movements. 
He thinks also that in his patient perhaps the in- 
creased vagotonus influenced the course of the con- 
dition, and that the results of this method would 
not have been so bad in a patient without vagotonus. 

He then takes up the discussion of the published 
cases that are not in accord with his results. His 
case caused him to take up experimentally in dogs 
the method proposed by Jianu of forming a tube 
from the greater curvature of the stomach, because 
he thought that there must be the same disadvan- 
tages in this, because of the antiperistaltic move- 
ment of the new tube. Five of the seven dogs died 
before the sixth day, so that it was only possible to 
observe the effects of the Jianu operation for a longer 
time than that in two cases. In these there was 
absolute insufficiency of the gastrostomy, to such 
an extent that one dog, whose history is given, 
though it ate greedily, died from malnutrition after 
about 6 weeks. Actual peristaltic movements were 
not observed in the discharge of the food from the 
tube, but Syring thinks that peristalsis probably 
played a part init. For this reason he believes that 
Jianu’s method, although it is technically easy to 
perform, and gives good conditions with relation to 
the nutrition of the tube, is not without danger; at 
any rate, Meyer’s suggestion should be carried out 
to scarify the serous coat at the point of entrance in- 
to the stomach, so as to cut off the nerve conduction 
to the tube as much as possible; and also by torsion 
of the tube according to Gevsuny’s method, the 
communication between the tube and the stomach 
should be made as small as possible so as to make 
the passage of stomach contents into the tube diffi- 
cult. He also recommends atropin and papaverine 
to decrease vagotonus. Because of the antiperistal- 


tic motion he also rejects von Fink’s suggestion to 
separate the stomach in front of the pylorus, and 
transplant it to form an oesophagus. 


ELLERMANN. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Druner: The Arched Epigastric Incision (Der 
bogenf6rmige Bauchschnitt im Epigastrium). Zen- 
tralbl. f. Chir., 1914, xli, 841. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
In order to spare the nerves, fascia, and muscles 
the author recommends the lateral, pararectal ob- 
lique incision in the lower part of the abdomen, and 
in the region of the epigastrium an arched incision 
opening downward. Both incisions are described 
in detail, and are considered better than the ones 
heretofore in use. The former is made near the 
sheath of the rectus, separating the aponeuroses in 
the direction of their fibers. In the other the skin, 
fatty tissue, and external sheath of the rectus are 
cut in an arch shape; then the rectus is drawn to one 
side and the posterior sheath of the rectus and 
peritoneum opened, or, if more space is needed, the 
rectus itself is incised on one or both sides. The 
author has always had excellent results with this 
incision. KNOKE. 


Guibé, M.: Adenomata of the Umbilicus (Les 
adénomes de l’ombilic). Rev. de gynéc. et de chir. 
abdom., 1914, Xxii, 279. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


All known cases except one were in women. 
There is no connection between adenoma of the 
umbilicus and pregnancy. The adenomata are 
from the size of a hazel nut to that of an orange, and 
may be sessile or peduncled. There is no sharp 
boundary between the tumors and the neighboring 
tissue. They consist of firm connective tissue con- 
taining muscle fibers, and of tubular glands, some- 
times branching and sometimes showing cystic 
degeneration, embedded in cytogenous stroma. The 
epithelium in the non-dilated glands is cylindrical 
and ciliated; in the distended ones it varies from the 
cubical to the pavement type. The glands are 
filled with a brownish-black substance; in the con- 
nective tissue there is abundant hemorrhage and 
pigmentation. 

The symptoms consist of pain, which increases 
at the menstruation time; there may also be hamor- 
rhage from the tumor at that time and a rapid in- 
crease in the size of the tumor; otherwise the growth 
of these tumors is very slow. Some authors have 
held that they originate from sweat-glands, some 
from remnants of the omphalomesenteric duct, and 
some from aberrant parts of Miiller’s duct. The 
author thinks that these theories are improbable, 
and believes these adenomata have the same origin 
as the retro-uterine adenomyositis of Meyers — 
that is, metaplasia of the peritoneal endothelium. 
As to the cilia, he cites a case of Firket’s of multiple 
cysts of the periioneum and omentum which had 
ciliated epithelium; he also recalls the fact that the 
peritoneal epithelium in certain animals has cilia. 


The tumors are to be regarded, therefore, as pseudo- 
tumors. ALBRECHT. 


Hoessli, H.: Leucocytosis in Intraperitoneal 
Hemorrhage (Leukocytose bei Intraperitoneal- 
blutungen). Mitt. a. d. Grenzgeb. d. Med. u. Chir., 
IQI4, XXvii, 630. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb, 

A short review is given of the literature on leuco- 
cytosis in intraperitoneal hemorrhage. The author 
describes four of his own cases of hyperleucocytosis 
in intraperitoneal hemorrhage resulting from tubal 
abortion or ovarian apoplexy. He experimented 
on rabbits to determine under what conditions 
hyperleucocytosis is to be expected in hemorrhage. 
The result showed that the withdrawal of blood alone 
did not cause an increase in the white blood-cells; 
but when the blood taken from an animal was 
injected into its own abdominal cavity, or into 
another of the same species, there was a marked 
hyperleucocytosis which reached its maximum about 
six hours after the injection. If the blood was in- 
jected subcutaneously into another animal of the 
same species, the leucocyte curve did not rise; but 
it did if the blood of the same animal was used. The 
curve reached its maximum height in this case in 
about 24 hours. 

The experiments showed that the leucocyte count 
cannot be used for the differential diagnosis of 
intra-abdominal hemorrhage and _ inflammatory 
processes; but if there are no marked signs of infec- 
tion, hyperleucocytosis may be regarded as a sign of 
intraperitoneal hemorrhage. BRENTANO. 


Noetzel: The Use of Brenner’s Principle in the 
Radical Operation for Inguinal Hernia (Uber 
Verwendung des Brennerschen Prinzips bei der 
Radikaloperation der Leistenhernien). Deutsch: 
Gesselsch. f. Chir., 914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In Brenner’s typical suture, suture of the internal 
oblique to the cremaster, unsafe places remain 
externally where the cremaster fibers originate 
from Poupart’s ligament, and also on the internal 
inferior angle, where the whole cremaster with the 
spermatic cord passes through the narrowed external 
inguinal ring. In order to make this suture firmer, 
the cremaster is separated at its lower end. The 
free lower end is sutured into the inner lower angle 
of the hernial opening, the lateral free edge of the 
cremaster being fixed with a few sutures to Pou- 
part’s ligament, the median edge to the internal 
oblique. The muscle, which is quite powerfully 
developed in large hernias, may thus serve to bridge 
over very broad gaps, and a deep firm layer is formed 
without traction on the sutured parts, especially 
without any tension or separation of fibers on 

Poupart’s ligament. 

If the internal oblique is very high and there are 


very great gaps, the cremaster does not always 
suflice to cover them. In these cases the insertion 
of the internal oblique into the rectus is to be cut 
with a piece of its aponeurosis and drawn down- 
ward, where it is fastened at the internal angle, 
so that the normal course of the muscle inward and 
downward is restored. After this the suture to 
the cremaster, as described, is carried out. In 
this way very large gaps can be bridged over and 
a firm posterior wall established without any 
tension. 

Brenner, who originated this method, has used 
it in about 4,500 cases and in a large number of 
cases examined afterward he found only 5 per cent 
of recurrences. KATZENSTEIN. 


Maclennan, A.: The Simplified Operation for the 
Cure of Hernia in Infants. Clin. J., 1914, 
xliii, 449. By Surg., Gynec. & Obst. 

The operation which the author performs is said 
to be so simple that the dangers associated with the 
radical operation for hernia in infants have van- 
ished. The selection of the case has become less 
exclusive and the preliminary treatment, other than 
preparation for operation, abandoned; the dressing 
has been reduced almost to the vanishing point, 
while the after-treatment is 7/7/. 

In the preparation of a case, phimosis, if present, 
is corrected one month before the proposed radical 
operation. In exceptional circumstances, the cir- 
cumcision and the hernia may be operated at the 
same sitting. No change should be made in the 
diet, nor should the bowels be interfered with. The 
groin is washed with soap and water, followed by 
alcohol. The hips of the infant are well raised on a 
sand pillow. This is important, as the operation is 
much facilitated by rendering prominent the parts 
under view. 

The operation is as follows: An incision, three- 
quarters of an inch in length, is made through the 
skin so that its center is over the internal ring. 
Two blunt retractors are inserted into the wound 
and used to force apart the deeper tissues. By 
this means the fascia of the external oblique muscle 
is torn through and, by moving the retractors to 
and fro, the bluish, more glistening cord and sac 
become apparent. Where obscurity exists, it will 
more likely be due to false position of the incision 
or incomplete severance of the subcutaneous tissue. 
The sac and cord are picked up and drawn out of the 
wound, and the sac is rapidly dissected free from 
all attachments. The testicles should not be re- 
moved unless absolutely necessary. If the sac is a 
true congenital one, it must be divided so as to 
permit a covering for the testicle. 

The sac should be freed from all adhesions until 
the junction with the peritoneum has been reached 
and then treated as in Macewen’s operation. If 
long, it should not all be returned into the abdomen; 
the requisite amount should be ligatured by punctur- 
ing at the desired spot and making a single knot 
round one-half; the ends are then carried round the 
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other half and double-knotted. The upper portion 
of the sac is cut off. Having threaded the sac, a 
pair of broad, straight scissors are passed up the 
canal between the parietes and the sac to act as a 
guide for the sac-puckering suture; the needle hold- 
ing the suture is passed up the canal, eye first, 
beyond the internal ring, and when the scissors have 
been withdrawn and the upper angle of the wound 
pulled upward by a pair of dissecting forceps, the 
needle, with the suture, is made to perforate the 
abdominal wall. When this suture is pulled upon, 
the sac retreats up the canal. The suture is fixed to 
the fascia of the external oblique muscle by a single 
hitch. This anchors the crumpled-up sac at the 
internal ring where it acts as a sentinel guarding the 
canal. The sac suture is used for the closure of the 
wound. 

The dressing used is a small roll of gauze, which 
little more than covers the wound. It is retained 
in position by a strip of rubber adhesive tape two by 
three inches in size. The after-treatment consists 
in leaving the infant alone and feeding him properly. 

The article is accompanied by many illustrations 
showing in detail the method of operation. 

Epwarp L. CorNeELL. 


GASTRO-INTESTINAL TRACT 


Brown, Jr., A. G.: Diagnosis of Certain Stomach 
Cases. South. M.J., 1914, vii, 617. 
By Surg., Gynec. & Obst. 

The author shows how certain diseased conditions 
outside the stomach may express themselves through 
stomach symptoms. He gives eleven different con- 
ditions and illustrates each with a case report. 

The intimate and complicated connection between 
the stomach and other organs through being sur- 
rounded and connected with other digestive organs; 
being supplied by a large number of blood-vessels; 
being intimately associated with adjacent organs; 
and being connected by nerves with remote parts of 
the body, makes it a prominent agent of expression 
in disease. 

Inasmuch as the motor, secretory, and sensory 
action of the stomach is controlled by the pneumo- 
gastric and splanchnic nerves, any derangements of 
their connections will usually affect these functions 
of the stomach. 

Conditions outside the stomach which often ex- 
press themselves through the stomach are: 

1. Certain non-bacterial toxic disturbances, such 
as diabetes, gout, and nephritis; also certain bacterial 
infections —as the infectious fevers, tuberculosis, 
and acute endocarditis. 

2. Certain irritations of the cerebrum — as tu- 
mors, abscesses, hemorrhages, embolisms, and emo- 
tional states. 


3. From the pharynx, larynx, and lungs — as in 


whooping cough, tuberculosis, aneurism, and goiter. 
4. The stomach itself —as in gastritis, dilatation, 
pyloric stenosis, ulcer, and cancer. 
5. From the liver and gall-bladder — as in cho- 
lecystitis, hepatitis, and hepatic colic. 
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6. From the kidneys — as in nephritis, pyelitis, 
renal colic, and floating kidneys. 

7. From the pancreas — as in pancreatitis and 
cancer of the organ. 

8. From the uterus and appendages — as in preg- 
nancy, misplacements, inflammations, and stenosis 
of the cervix. 

9. From the bladder and prostate — as in cystitis 
and prostatitis, etc. 

10. From acute infections of the peritoneum. 

11. From the intestines — as in duodenal ulcer, 
appendicitis, parasites, obstructions, hernias, etc. 

In closing, the author emphasizes the study of the 
intestinal discharges in all stomach cases. 

Puitiies M. CHASE. 


Axford, W. H.: A Réntgenological Study of the 
Alimentary Canal. J. M.Soc. N.J., 1914, xi, 334. 
By Surg., Gynec. & Obst. 
Axford’s paper is devoted chiefly to the effects of 
gravity and ptosis in the production of angulation, 
kinks, evolutionary bands, adhesions, and secondary 
inflammatory processes, resulting in stasis and 
obstruction. He compares the intestine to coils of 
rubber tubing suspended on a row of nails. In 
certain parts of the intestines, viz., the so-called 
normal suspension points, such as the junction of the 
first and second portions of the duodenum, the 
duodenojejunal junction, terminal ileum, hepatic 
and splenic flexures, the writer almost invariably 
finds angulation and marked changes in the lumen of 
the bowel. There may result simple mechanical 
obstruction, mechanical obstruction combined with 
organic changes, and organic changes without 
mechanical obstruction. He thinks that heredity 
plays an important part in many cases and has 
found contracted mesentery, evolutionary bands, 
and adhesions in babies suffering from digestive 
disturbances long before they were able to walk. 
Healthy babies may develop these troubles after 
beginning to walk. The appendix can be studied in 
go per cent of the cases. A non-functioning, fixed, 
kinked, or clubbed appendix is usually pathologic. 
He summarizes the symptoms of stasis according 
to Lane, quotes Bainbridge with approval, praises 
the X-ray as a means of accurate localization of the 
trouble, and touches upon the question of treatment, 
both dietetic and surgical. ALBERT MILLER. 


Peiser: Post-Operative Paralyses of the Stomach 
and Intestines (Uber postoperative Magen- und 
Darmlihmungen). Berl. klin. Wcehnschr., 1914, li, 


By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In post-operative paralyses of the gastro-intesti- 
nal tract, the author distinguishes paralysis of the 
stomach, paralysis of the stomach and intestines, 
and paralysis of the intestines. Post-operative paral- 
ysis of the stomach is much more frequent than is 
supposed. Nausea and vomiting are beginning 


stages of paralysis of the stomach, and are observed 
very frequently. 


Severe paralysis of the stomach, 
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with copious, gushing vomiting, is much rarer; it is 
also accompanied by marked dilatation of the 
stomach, profuse secretion of the mucous membrane 
of the stomach, with or without arteriomesenteric 
occlusion of the duodenum. Prophylactically, in 
patients with stomach disease and in neurasthenics, 
overfilling of the stomach should be avoided after 
operation; also too early feeding by the mouth. This 
is the more important because patients so disposed 
often complain of thirst. 

There is another form of post-operative paralysis 
of the stomach, without profuse secretion and with- 
out occlusion of the duodenum, but generally in 
conjunction with paralysis of the intestine. It dis- 
appears under the picture of post-operative paralytic 
ileus, all the attention being directed to the intestinal 
paralysis, so that the condition of the stomach is 
not observed. Therapeutically, the author has not 
had certain results from the use of physostigmine, 
peristaltin, sennatin, etc., in post-operative paralysis 
of the intestines; but in severe cases he has had good 
results from hormonal. Heat applied to the abdo- 
men after operation is to be recommended, but not 
in purulent peritonitis, and not in the form of hot- 
air cabinets, because the high temperature affects 
the heart too much and the method is not without 
danger for patients recently operated upon. Cush- 
ions heated by electricity are better, as they have 
a good effect on the deep tissues but do not influence 
the general condition. RUNGE. 


Eusterman, G. B.: Chronic Gastric Disturbances; 
Differential Diagnosis. J.-Lancet, tot4, xxxiv, 
460. By Surg., Gynec. & Obst. 

All forms of chronic dyspepsia may be broadly 
classified into three groups: (1) functional, (2) 
reflex, and (3) organic. The author chiefly discusses 
the chronic recurrent and painful or distressing types 
due to some lesion of the stomach and duodenum or 
of contiguous organs associated with the digestive 
apparatus. Chronic simple ulcers of the stomach and 
duodenum, especially the latter, have a fairly definite 
symptomatology in 75 to 85 per cent of cases. 

Chronicity, periodicity of attacks alternating with 

symptomless intervals, or remissions, and hyperse- 

cretion are characteristic. Pain is noted in 95 per 
cent of allcases. Onset of pain and associated symp- 
toms have a fairly definite relation to food intake. 

Food gives relief in 76 per cent. Hemorrhage, 

perforation, or pyloric stenosis obtains in approxi- 

mately 30 per cent of all cases. Localized tenderness 
is of secondary diagnostic importance unless per- 
forative tendencies involving the peritoneum are 
present. Analyses of faeces and gastric contents are 
valuable if confirmatory of the clinical findings. 

The réntgen-ray and other laboratory data are 

indispensable in atypical, irregular, or mixed cases. 

Clinical differentiation between gastric and duo 
denal lesions is often difficult; in the former, the 
attacks are not as clear-cut as in the duodenal and 
pyloric types. In ulcers well above the pylorus, the 

symptoms may be present for longer periods, 01 
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there may be remissions rather than intermissions. 
Small amounts of food give relief, while increased 
amounts may provoke pain or distress. Soda re- 
lieves when food does not. Pain appearing in one- 
half to one hour after meals is quite diagnostic of 
gastric lesions. Radiation and diffuseness of pain 
is considerably more extensive in the gastric than in 
the duodenal types; vomiting and hamatemesis 
rather more common; exacerbations more frequent, 
perhaps briefer in duration and more easily provoked 
by external influences. Location and radiation of 
pain to the left, lessened motility, and spasm suggest 
peptic ulcer. Acid values are about 20 per cent less 
in gastric than in duodenal types. Reflex gastric 
disturbances, the result of gall-bladder or appen- 
diceal disease, must be suspected and excluded when 
symptoms are irregular during the period of attack. 
Coincident disease in these organs and the stomach 
or duodenum occurs in 20 per cent of all ulcer cases. 

Mistaken diagnoses may be made in (1) perforat- 
ing duodenal ulcers, the painful seizures mistaken 
for cholelithiasis in 10 per cent of all cases; (2) 
chronic gall-bladder disease, with or without stones, 
absence of typical colic or icterus, but periods of 
marked gastric disturbances (pain, flatulency, nau- 
sea, sour and bitter regurgitation) are occasionally 
mistaken for duodenal or gastric ulcer. R6ntgen- 
ray findings are of the greatest value in (1) cancerous 
lesions and hour-glass deformities, and (2) in gastric 
ulcer. There are radiologic limitations in duodenal 
ulcers, but proper correlation of clinical, laboratory, 
and réntgen-ray data enables a safe diagnostic con- 
clusion to be made in most cases. Gastric cancer 
follows clinically and histopathologically upon 
ulcer in 60 per cent of all cases; palpable mass is 
present in 50 percent. In 48 per cent of all cancers, 
free HCl was present, although in reduced amount. 
Ninety-five per cent of all gastric tumors (masses) 
are malignant. Many extraneous conditions cause 
gastric disturbances, chief among which are local or 
central nervous syphilis, cardiospasm, Pott’s disease, 
pancreatitis, chronic nephritis, migraine, myocardial 
insufficiency, and hepatic disease. 


Kocher, T.: A Case of Volvulus of the Stomach 
(Ein Fall von Magenvolvulus). Deutsche Ztschr. f. 
Chir., 1914, Cxxvii, 591. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Kocher gives a detailed description and history of 
a case of volvulus of the stomach. The 53-year-old 
patient had suffered from “stomach cramps”’ 33, 
21, and 13 years before, each of the last two attacks 
lasting 3 months. A fourth attack began in the 
spring of 1913, and still persisted when the patient 
was admitted to the hospital in November, 1913. 

A diagnosis was made of ulcer of the stomach or 
duodenum. The attacks of pain indicated this as 
well as the chemical examination of the stomach 
contents. The most cutting pains in the abdomen 
began suddenly on November fifteenth, and an 
enormous rigid “loop of intestine’? was observed. 
Two and one-half hours after the beginning of 


threatening symptoms operation was performed, 
with the diagnosis of volvulus of the sigmoid flexure. 
On opening the abdomen the enormously distended 
stomach was seen in a vertical position, and to the 
left, also lying vertically, the transverse colon. 
The greater curvature lay to the left; the great dis- 
tention of the stomach was chiefly caused by 
stretching of the anterior wall. The stomach was 
twisted 270 degrees. It was untwisted and the 
findings were as follows: (1) Extreme ptosis, to the 
syphysis; (2) the duodenum ran upward and to the 
left, so that the horizontal part stood almost ver- 
tically because of the traction of the stomach on it; 
(3) there was an hour-glass stomach with a small 
cardiac sac; (4) the loops of small intestine of the 
right side were displaced to the left over the pedicle 
of the volvulus. 

Because of severe symptoms of insufliciency of 
the larger sac of the stomach an inferior gastro- 
enterostomy had to be performed five weeks later. 
On this operation the stretching of the anterior wall 
of the stomach was explained. As a result of the 
ulcer which had caused the hour-glass stomach 
(and of congenital predisposition?), contraction of 
the posterior wall had taken place, which had 
brought the greater curvature very close to the 
smaller curvature. In the second operation the 
marked hypertrophy of the stomach musculature 
caused a great deal of difficulty, as the mucous mem 
brane could hardly be brought together over it; the 
defective elasticity of the opening caused renewed 
symptoms of retention, so that nine days later 
Heinecke-Mikulicz’ plastic operation had to be 
performed. After that the condition of the patient 
was satisfactory. 

Twenty-eight cases of pure volvulus of the 
stomach are known: 18 of them were operated on. 
and 7 of them showed hour-glass stomachs. This 
condition is an important factor in etiology. Fac- 
tors in the causation of the volvulus are over-filling 
and ptosis of the stomach; in this way the duodenum 
and pylorus are mobilized and displaced, the stom- 
ach becomes very movable and the lesser omentum 
is stretched. If there is hour-glass stomach, the 
already contracted place becomes still narrower: 
the duodenum, lesser omentum, and the small 
pouch of the stomach form the pedicle. Another 
factor is the contraction of the posterior wall of the 
stomach. The immediate cause of the development 
of the volvulus is (1) increased peristalsis after 
antiperistalsis; (2) vomiting; and (3) mechanical 
torsion after movements of the body, because of the 
weight of the distended and prolapsed stomach, 
trauma of the abdomen, and, in complicated cases. 
tumors. Kocher distinguishes two types: (a) 
transverse volvulus around the mesenteric axis, and 
(6) volvulus around the long axis of the stomach 
itself, this being the more unusual form. In 
diagnosis, if volvulus of the stomach is thought of, 
one must, as in all cases of ileus, exclude perforative 
peritonitis. Acute pancreatitis must also be con- 
sidered. A stomach condition is indicated by the 
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sudden extreme meteorism, the appearance of a 
large, circumscribed tympanitic tumor in the stom- 
ach region, and a change in the level of the fluid with 
a change in position. Among the 28 cases men- 
tioned above with 18 operations there was recovery 
in 13 cases. Several instructive sketches and 
photographs are given. EUGEN SCHULTZE. 


De Quervain, F.: The Diagnosis of Gastric and 
Duodenal Ulcer. Ann. Surg., Phila., 1914, lx, 252. 
By Surg., Gynec. & Obst. 

The extent to which surgical operations for gastric 
ulcers may be successfully performed depends chiefly 
upon the physician’s ability to diagnose. In the 
last decade, progress has been made principally in 
the realm of extrapyloric gastric ulcer and ulcers of 
the duodenum; i. e., cases which, unless accidental 
bleeding or acute perforation set in, have heretofore 
been regarded as ‘“‘gastralgias” and ‘gastric 
neuroses”? and treated in various bath and nerve 
sanatariums. In spite of the fact that an occasional 
ulcer had been surgically treated before the introduc- 
tion of the réntgen rays, nevertheless a definite and 
systematic plan of procedure could only become a 
genuine possibility after their introduction, submit- 
ting as it did the benefits of clear vision for uncertain 
conjectures and theoretical deductions. Progress, 
thus made, has manifested itself not only by the 
ever-increasing number of operations for gastric 
and duodenal ulcers actually performed, but also 
by the great number of published articles. 

Other benefits derived by X-ray examinations 
even surpass the advantages naturally obtained 
through diagnosis made ante opcralionem. The 
X-ray enables the physician, in a manner heretofore 
impossible, to discover the causes of immediate 
post-operative disturbances and the subsequent ill 
effects thereof; and, furthermore, to exercise a 
certain self-criticism formerly too often supplied 
by the internist, which, though sometimes just, was 
too frequently lacking in any sure foundation. 

The author lays great stress on the taking of a 
series of radiograms, thus fixing the most important 
phases of the process of digestion. Immediately 
after the patient has taken 400 grams of a suffi- 
ciently liquid carbohydrate-contrast meal — with- 
out milk — photographs are made — one in the 
upright position, one in the abdominal position, 
and one in the right lateral position. Two and six 
hours later photographs are taken in the abdominal 
position — less frequently in the upright position. 
Photographs are again taken after 24, 48 hours, and 
so on, until the bowels are emptied of the contrast 
substances. These latter sittings are always taken 
if after 6 hours there is still a considerable residue 
in the stomach and, also, if a disease of the bowels 
is in question. The double meal recommended by 
Haudek is not used. 

In non-stenosed and non-perforating gastric ulcers 
a localized spasm of the gastric wall is found at the 
site of the ulcers. This localized spasm differs from 


the sometimes very intense contractions attending 
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peristaltic waves, as a rule, in that it constricts the 
stomach only along the greater curvature. The 
chief reason for this may be that the ulcers are most- 
ly situated at the lesser curvature. A further diag- 
nostic sign is, that in ulcer the spasm is always 
found at the same place, while at different examina- 
tions the contraction of the peristaltic waves is 
found at different places even if it should concern 
the greater curvature more than the lesser. 

The spasm is not a lasting one. If the stomach is 
empty it is absent; if material is introduced (even 
air) the spasm reappears, but can be dissipated more 
or less by the use of atropine or papaverine. 

When there are no ulcers the spasm may occur 
at the base of a cicatrix after operation, or as the 
result of other anatomical anomolies, such as cicatri- 
cial bands or the pressure of corsets (seldom). These 
spasms rarely interfere with the diagnosis. 

The spastic condition is not found in all gastric 
ulcers. The author has seen many cases of pro- 
nounced gastric ulcers in which the spasm under 
ordinary conditions of its appearance was wanting 
or scarcely to be observed. 

The non-stenosed and non-penetrating pyloric 
ulcer is considered under this heading also. The 
retention of a considerable residue after six hours 
is of diagnostic value. The following purely func- 
tional disturbances may simulate pyloric ulcer. 

1. In purely functional diminished mobility, es- 
pecially in connection with ptosis. In these cases 
the stomach shows a diminished peristalsis. 

2. In pylorospasm excited by an ulcer remote 
from the pylorus. In penetrating ulcers at the lesser 
curvature, sometimes there is found considerable 
retardation in the removal of food from the gastric 
section situated beyond the ulcer. This delay is 
due to a reflex pylorospasm. 

3. In the so-called duodenal motility; i. e., the 
initially accelerated, and subsequently abnormally 
retarded, voiding of the stomach, a diminished 2- 
hour residue and an abnormal 6-hour residue is 
found; whereas in pure pylorospasm the stomach 
also holds an abnormally large content after two 
hours. The distinction of both conditions is easily 
made by an investigation after two hours. 

4. In toxic pylorospasm (morphine, nicotine, 
etc.,) as a part of the phenomenon of the gastro- 
spasm recently described by Holzknecht and Lueger 
in its radiologic point of view. 

5. In hyperacidity without ulcer. 

An apparent 6-hour residue with preserved or 
even increased peristalsis gives an essential indica- 
tion but no real proof of the existence of a pyloric 
ulcer. 

The author describes the non-stenosed, penetrat- 
ing, gastric ulcer and gives the three possibilities for 
its formation: 

1. The ulcer may be situated exactly at the lesser 
curvature — very seldom at the greater — and grad- 
ually corrodes through all layers to the point of 
attachment of the gastrohepatic ligament. Through 
proliferation and thickening of its connective tissue 
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the base of the ulcer may be continually made more 
compact without the necessary addition of other 
adhesions. 

2. The ulcer may come to the surface at another 
place, and this may lead to the formation of fibrin 
and agglutination with adjacent organs. Into the 
adhesions thus formed the ulcer burrows deeper and 
deeper; the adhesions, at the same time, extending 
further and further. 

3. There may be formed an acute and greatly 
circumscribed perforation, sometimes not larger than 
a pinhead. When this appears in a not overfilled 
stomach, and the quantity of escaping liquid is not 
large, it reacts in the manner described under 
Group 2. 

With ulcers at the lesser curvature and its ad- 
joining regions, the particular X-ray feature is the 
notch. Although it may be a simple matter to dis- 
cover the notch in typical cases, nevertheless care 
must be taken not to reach false conclusions. The 
ulcer may be overlooked easily, particularly so if 
it be situated very near the cardia. When examined, 
the patient must be in an oblique position with the 
upper part of the trunk lying low, and finally in the 
right lateral position. Doubts may arise from the 
presence of accidental gastric pouches caused by cer- 
tain states of contraction, especially by the bulging 
between two waves of contraction — one following 
close upon another. A marked picture of a notch 
with a covered-over bubble of gas may be mistaken 
for the duodenal ampulla or stomach cap. If doubt 
persists, repeated examinations after atropine injec- 
tion, must be made. 

A symptom which greatly facilitates the diagnosis 
of the notch is the existence of a permanent contrac- 
tion at the greater curvature, at a point correspond- 
ing to the notch in question; or even the picture of a 
cicatrized hour-glass stomach. 

When a penetrating ulcer is so far distant from 
the lesser curvature that it cannot reach the right 
boundary line of the stomach shadow, it is not 
demonstrable through the réntgen picture in the 
anteroposterior view. But such an ulcer could be 
shown if, after evacuation of the stomach, a shadow 
of contrast substance should appear at a circum- 
scribed unchangeable place. This is especially true 
of the ulcers of the posterior gastric wall. For such 
ulcers the profile view of the stomach should finally 
be considered. 

In stenosing gastric ulcer, the réntgen examina- 
tion has been an aid, although the ulcer could be 
diagnosed without difficulty even prior to the rént- 
gen period. The author classifies this condition as 
follows: 

1. Mediogastric stenosis. 

The following types of bipartition of the gastric 
shadow may be mentioned: 

_ a. The purely spastic hour-glass stomach, which 
is found in connection with the superficial gastric 
ulcer and penetrating ulcer. 

b. The mixed hour-glass stomach, which is a 
combination of a cicatricial contraction of the stom- 
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ach with spastic constriction. In these cases the 
cicatricial contraction is not so pronounced as to 
substantially interfere with the permeability of the 
stomach. If such a case should appear, however, 
it would be due to the spastic component. 

c. The cicatricial hour-glass stomach, in which, 
through further and further contraction of the 
gastric wall in the region of the ulcer, the lumen 
is finally narrowed to a minimum. A cicatricial 
hour-glass stomach cannot be influenced by atro- 
pine. 

With the pyloric ulcer the problem is to recognize 
the stenosis as an anatomical one, not caused by 
pylorospasm only, and later, if possible, to differen- 
tiate the various forms of anatomical stenosis. 

The occurrence of the following symptoms tends 
to prove the case to be one of organic stenosis: 

1. The clinical symptoms — special prominence 
of pain, irregularity of the attacks, and short dura- 
tion of the signs of retention—are characteristic of 
spasm; but retention existing for a longer time, 
gradually increasing with uniform troubles, indicates 
organic narrowing. 

2. The time relations of the retention are im- 
portant. If half of the contrast meal remains after 
6 hours, it proves with certainty that there is a 
functional or an organic impediment. Only a 6- 
hour residue, corresponding nearly to the entire 
contrast meal, which would point toward a probable 
24-hour time of expulsion, is to be regarded with 
any degree of sureness, as an organic stenosis. 

3. The action of atropine or papaverine on the 
spasm. 

4. The water test. As Von Mering first showed, 
water will pass the pylorus under conditions in 
which all solid food is held back by a pyloric reflex. 

5. The shape of the stomach, on the whole, 
remains normal in cases of purely functional stenoses. 

In the non-stenosed duodenal ulcer, unequivocal, 
positive signs of duodenal ulcer are to be had neither 
in the anamnesis, in the clinical findings, nor in the 
réntgen picture. With the symptoms of the periodi- 
cal secondary pain after taking food, often retarded 
several years, the positive diagnosis must be sought 
by testing accurately the gastric contents and 
feces for blood, since pains of an entirely similar 
nature are observed without any formation of ulcers. 
If positive traces of blood are found in both the 
gastric and intestinal contents, the presence of a 
gastric ulcer would be indicated; but when traces 
of blood are found only in the intestines, an ulcer of 
the duodenum is indicated. 

Important as is the presence of blood, it is, never- 
theless, not decisive; for, as many observers remark, 
in actual ulcers blood is often absent or is only 
present intermittently. When after repeated exam- 


inations no blood is found, another indication of 
ulcer is the sensitiveness to pressure in the region 
immediately at the right of the median line. 

The type of the gastric evacuation in duodenal 
ulcer is as follows: At first tire stomach empties 
quicker than normally, so that after two or three 
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hours the whole, or at least the largest part, of its 
contents is found in the intestine and then descends 
comparatively quickly. Toward the end, emptying 
is often retarded so that, on the other hand, a 6-hour 
residue often remains. Despite this 6-hour residue, 
the contrast filling in the colon is said to have 
pushed forward abnormally far, as far as the plexura 
linealis, according to Jonas. The abnormally quick 
emptying is explained in the sense of a reflex in- 
sufficiency of the pylorus. This duodenal motility 
is by no means found in all cases of duodenal ulcer. 
It is, however, also observed in other very different 
affections of the duodenal region. It is found, ac- 
cording to Bergmann, in hyperacidity without 
ulcer; in the early stage of carcinoma of the body 
of the stomach; and, finally, in those diseases which 
compete with the duodenal ulcer in differential 
diagnosis; namely, in diseases of the pancreas and 
the gall-bladder. The duodenal motility is, there- 
fore, but a sign awakening suspicion, not a pathogno- 
monic symptom. 

A further peculiarity is the existence of a shadow 
in the bulbus duodeni, the stomach cap. This is 
regarded as in some degree characteristic of duodenal 
ulcer; but its presence is so frequent an occurrence 
that the author would not lay stress upon it, unless 
it shows a nicely rounded form or one that runs to 
a point like a hood. 

With reference to the diagnosis of duodenal ulcer, 
the author states that when the anamnesis and the 
clinical condition indicate the probability of an ulcer 
or prove it directly by hemorrhages, the negative 
findings in the stomach force the conclusion that 
the ulcer is very likely situated in the duodenum. 
The diagnosis of a gastric ulcer is usually a positive 
one; that of the duodenal ulcer a diagnosis per exclu- 
sionem. It consists on the positive side of a num- 
ber of symptoms, some of which are of themselves 
proof, and which are important only because of their 
relation to one another. 

The stenosed ulcer may be readily differentiated 
from the non-stenosed type. The chyme normally 
passes the duodenum so quickly and in such small 
quantities that the réntgen picture never shows 
complete filling out, or even a somewhat complete 
outline of this part of the intestine. If it is densely 
filled with contrast substance so that its course is 
followed in its entire extent, or at least, to a certain 
point, there is an obstruction farther down. Con- 
cerning the nature of this obstruction the réntgen 
picture is of no avail. The stenosis may be regarded 
as an ulcer, only when another cause is lacking, and 
when the anamnesis itself indicates duodenal ulcer. 
These restrictions are also necessary because stenosis 
is a very rare occurrence with duodenal ulcer. 

Closely connected with diagnostics of ulcers are 
those of adhesions. Abnormal adhesions involving 
the stomach can be anticipated from the following 
three conditions: 

1. An abnormal position of the pylorus, the 
stomach being but normally filled. 

2. The too slight displacement of the pylorus 


upon examination in different positions of the 
body. 

3. From anomalies of the stomach not otherwise 
explained. Epwarp L. CorNe Lt. 


Mayo, W. J.: Chronic Ulcers of the Stomach and 
Duodenum. Ann. Surg., Phila., 1914, Ix, 220. 
By Surg., Gynec. & Obst. 

During the first period — 1893 to 1900 — at the 
St. Mary’s Hospital, operation for pyloric obstruc- 
tion was applied only to patients with marked pyloric 
narrowing. In the chronic cases, little differentia- 
tion was made between ulcers in the pyloric end of 
the stomach and those in the duodenum. The re- 
sults were excellent. 

The second period—t1go0 to 1906—was marked 
by growth of knowledge, the result of surgical ob- 
servation. During this period it was recognized 
that obstruction was a terminal condition and a 
study was commenced with a view to the earlier 
termination of a malady which exposed the patient 
to serious dangers and more or less constant dis- 
ability and distress. There was much discussion of 
mucous ulcers and a variety of supposed lesions 
which were not the result of actual observations at 
the operating table, but of an attempt to furnish a 
pathologic basis for the symptoms complained of 
by the patient. 

During the third period — 1906 to 1914 — there 
was great improvement in diagnosis and a better 
technique was developed. The relation of the 
clinical symptoms to the lesion was shown in the 
light of operative experience. Great aid was ob- 
tained from the use of the réntgen ray. 

Up to December 31, 1913, 1,841 cases of acute 
and chronic ulcers of the stomach and duodenum 
had been operated on — 457 females and 1,382 
males. The early clinical view of a preponderance 
of females over males was thus shown to be in error. 
Probably the large number of these supposed ulcers 
in women were the result of pyloric spasm due to 
gall-stones or intestinal lesions. In 636 of the 1,841 
cases the ulcers were located in the stomach; in 
1,205 in the duodenum. Multiple ulcers occurred 
only in 4 or 5 per cent of the cases. 

The character of ulcers of the duodenum may 
differ in many respects from ulcers of the stomach. 
They are usually found in the upper two inches of 
the duodenum and many times with no crater such 
as exists in the stomach, but rather a discolored 
moth-eaten patch, in the center of which is a slit or 
dimple-like ulcer, but with typical induration in the 
peritoneal and muscular coats. Incomplete pro- 
tected perforations are common. Definite healing 
of the chronic ulcer of the stomach or duodenum is 
rare, temporary subsidence of symptoms often 
being mistaken for a cure, as is the case in cholelithia- 
sis and appendiceal disease. 

Gastrojejunostomy is the most generally useful 
operation. Ulcers should be excised when the 


operation can be done without too much risk. 
Duodenal and gastric ulcers obstructing the pylorus 


yield equally good results following operation. The 
greater the distance of the gastric ulcer from the 
pylorus the greater the mortality and the less cer- 
tain the cure. Ninety-eight per cent of duodenal 
ulcers and ninety-five per cent of gastric ulcers will 
be cured or greatly relieved by operation. The 
operative mortality of duodenal ulcers is 1.5 per 
cent; of gastric ulcers, including acute perforations, 
acute haemorrhage, resections, etc., 3.8 per cent. 


Mathieu, A.: Studies on the Pathology of Ulcer; 
Ulcer of the Lesser Curvature (Etudes sur la 
pathologie de Vulcus. L’ulcus de la petite cour- 
bure). Gaz. d. hép. civ. et milil., 1914, Ixxxvii, 745. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The vessels and nerves of the stomach open on 
the lesser curvature; it is the hilum of the stomach. 
To this fact is due a number of the symptoms of 
ulcer of the lesser curvature. About a third of the 
ulcers of the stomach are on the lesser curvature, 
about half of them on the pylorus. The pure symp- 
tom-complex of ulcer of the lesser curvature is 
shown only in cases where it is at a distance from 
the pylorus; it does not make any difference whether 
it extends more or less over the anterior or posterior 
surface of the stomach. That point becomes of 
importance only when it is a perforating ulcer. 

Ulcer of the lesser curvature also gives the general 
symptoms and complications of other ulcers of the 
stomach. The only one that is peculiar to it is the 
tendency to form large tumors (giant ulcer), which 
often arise comparatively unnoticed because they 
do not cause stenosis. Characteristic of ulcer of the 
lesser curvature are the very severe and stubborn 
pains which result from the proximity of the ulcer 
to the solar plexus. The individual attacks are 
very severe and frequent, and generally last from 2 
to 3 weeks. In the intervals the symptoms may 
disappear except for an ordinary dyspepsia. 

The late pains, stopped by alkalies or food, 
characteristic of ulcer of the pylorus, appear also 
in ulcer of the lesser curvature, but much more 
rarely than in ulcer of the pylorus. Hyperchlor- 
hydria appears regularly, hypersecretion very ir- 
regularly; retention almost never occurs. The 
réntgen findings are especially important in diag- 
nosis. A constant drawing in of the greater curva- 
ture indicates an ulcer opposite it. Niches or 
diverticula in the lesser curvature are sure signs of 
perforation of an ulcer, generally into the pancreas. 
In the same case the picture of the diverticulum may 
change extraordinarily. Numerous figures in the 
text illustrate this. 

In cases of saddle-shaped ulcer of the lesser cur- 
vature, in which cicatricial contraction has brought 
the pyloric end of the stomach near to the cardiac 
end, the stomach looks short and has slightly con- 
voluted contours—‘‘snail stomach.”’ 

The cases of giant ulcer with pronounced tumor 
formation are very difficult to diagnose because of 
their similarity to carcinoma. The differentiation 
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can often be made in such cases only by exploratory 
laparotomy. 

The diagnosis of the location of an ulcer of the 
stomach is generally not very difficult, as an ulcer 
of the pylorus has very characteristic symptoms; 
but it is often difficult to distinguish between ulcer 
of the lesser curvature and ulcer of the duodenum, 
because neither shows signs of stenosis. The 
differential diagnosis between carcinoma and ulcer 
may often be made from the fact that the history 
of the carcinoma does not extend back longer than 
a year, while ulcer has an extremely long course. 
Carcinoma following ulcer is much rarer than is 
generaily supposed, and often cannot be recognized 
clinically. 

The author discusses treatment very. brietly. 
Medical treatment seldom brings recovery, but 
often there is apparent recovery for a considerable 
length of time. Surgical treatment, resection, as 
well as gastro-enterostomy, may cause complete 
recovery, anatomical as well as functional. Gastro- 
enterostomy with a large opening. as it allows 
drainage of the stomach, frequently causes complete 
disappearance of all pain and improvement in the 
general condition. RUGE. 


Heyrovsky, H.: Experience with Ulcer of the Lesser 
Curvature (Erfahrungen iiber das Ulcus an der 
kleinen Kurvatur). Verhandl. d. Gesellsch. deutsch. 
Naturf. u. Arste, 1914, No. 2, 301. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Heyrovsky discusses the results obtained in 301 
cases of operation for ulcer of the stomach, 74 of 
them for callous ulcer of the lesser curvature, and 
agrees with Hochenegg in the belief that gastro- 
enterostomy is the best method for treating the 
majority of ulcers. Extrapyloric ulcer is almost as 
successfully treated by gastro-enterostomy as ulcer 
of the pylorus. Resection, which is more dangerous, 
does net give any better results and is indicated only 
when there is reason to believe that there is carcino- 
ma, and in cases where gastro-enterostomy, in 
connection with suitable diet, has not brought about 
cure. REINHARDT, 


Friedman, J. C., and Hamburger, W. W.: Experi- 
mental Chronic Gastric Ulcer; a Second Con- 
tribution to the Experimental Pathology of 
the Stomach. J. Am. M. Ass., 1914, Ixiii, 380. 

By Surg., Gynec. & Obst. 

Acute ulcer of the stomach has been produced in 
various ways; viz., by injecting various bacteria 
intravenously, by feeding bacteria, by injecting 
certain toxins, such as diphtheria antitoxin; local- 
ly, by injecting certain irritants into the walls of the 
stomach; mechanically, by excising pieces of mu- 
cosa, tying off gastric arteries, or injecting various 
emulsions in the gastric vessels. Most of these 


ulcers, however, heal rapidly, and it was the aim of 
the authors in their experimental work to cause these 
ulcers to run a chronic course. 

The method used consisted in causing a stenosis 


604 


of the pylorus and the formation of an acute ulcer 
in dogs, by injecting silver nitrate into the wall of 
the stomach. The results of the stenosis were 
marked peristalsis, hyperacidity, and stasis. In 
most of the cases where necropsy showed dilatation 
and hypertrophy of the stomach walls, one or more 
chronic ulcers were present. 

The simplest interpretation of these would be as 
follows: Acute ulcers tend to remain unhealed and 
exposed to the action of a very active gastric juice 
for an abnormally long period, and possibly the 
delay in healing is greater if the food and gastric 
juice are ground against the ulcers with unusual 
violence from hyperperistalsis. Consequently, at 
least three factors are necessary for the production of 
chronic ulcers in animals: (1) a local destruction of 
the mucosa, (2) an active or overactive gastric 
juice, and (3) prolonged or vigorous contact of the 
two — hyperperistalsis. 

The location of a chronic ulcer is usually near the 
pylorus. Ulcers of the fundus tend to heal, prob- 
ably because peristaltic action is less in this part of 
the stomach, and also there is less acidity, or there 
may even bealkalkalinity. Anulcernearthe pylorus 
is subjected to marked peristalsis, often hyperperistal- 
sis, and many times an overactive gastric juice. 

J. H. SKILEs. 


Von Eiselsberg, F.: The Choice of the Method of 
Operation in the Treatment of Gastric and 
Duodenal Ulcer. Lancet, Lond., 1914, clxxxvii, 
296. By Surg., Gynec. & Obst. 


Gastro-enterostomy has come to be considered 
the operation most frequently attended with benefi- 
cial results in gastric ulcer, but its benefits are not 
manifest in all cases; in persistent ulcer, especially, 
its cures are not so numerous. 

From an analysis of 334 gastro-enterostomies for 
this condition several interesting points are brought 
out; viz., that ulcers situated at a distance from the 
pylorus are not so much influenced by gastro- 
enterostomy as those situated at the pylorus; that 
the most frequent cause of the failure of the opera- 
tion to cure is the development of a post-operative 
peptic ulcer of the jejunum; that of 41 patients who 
died a long time after the operation, 13 died of 
carcinoma, and 6 through the progressive contin- 
uance of the symptoms of the ulcer. 

Peptic ulcer appears to be caused by the con- 
tinuous passage of acid gastric juice into the duode- 
num, causing the mucous membrane to become 
eroded. In the less severe forms the symptoms take 
the form of simple pains, and in these cases repair 
on the part of the organism can bring about a cure. 
In these cases of spontaneous cure, contraction and 
stricture of the gastro-enterostomy area sometimes 
occur, resulting in a shrinking of the opening to 
one-third its normal size. In 17 cases of peptic 


ulcer the chief symptom was the development of a 
painful induration in the region of the gastro-enter- 
ostomy fistula. 


In 15 instances diagnosis was con- 


INTERNATIONAL ABSTRACT OF SURGERY 


firmed by subsequent relaparotomy. Either another 
gastro-enterostomy, jejunostomy, or, finally, an 
excision of the whole ulcer, was done at the ensuing 
operation. The results show that the growth of a 
peptic ulcer presents a very serious complication; 
even repeated operations are useless and many have 
at last succumbed to the peptic ulcer. Inquiry into 
the cause of this condition shows that a high hydro- 
chloric value of the gastric juice must be mentioned 
first. In some cases the patient has had vascular 
disease. Care in the after-treatment of cases may 
go far in the prevention of peptic ulcer; but for those 
cases already declared, excision is the best treat- 
ment, as in the experience of the author, neither 
gastro-enterostomy nor jejunostomy are sufficient 
in themselves and in many cases both operations 
combined are of no avail. 

Of 53 cases operated by excision, 9 died, 41 were 
cured, one improved and afterwards relapsed, and 
2 were unrelieved. In a series of 24 cases where 
jejunostomy alone was performed, 12 deaths oc- 
curred, but this high mortality was due to the fact 
that the operation was performed in the weakest and 
worst of all cases, so complicated that nothing else 
was possible. 

Von Eiselsberg’s experience permits him to lay 
down the following rules for the choice of method of 
operation: 

1. For acute perforation the best method is the 
earliest possible laparotomy with irrigation of the 
peritoneal cavity and closure of the perforation. 
Whether a gastro-enterostomy should be done after- 
wards depends on the situation of the ulcer and the 
general condition of the patient. In hemorrhage, 
operation is not indicated. If haemorrhage is severe, 
the expectant treatment is the best, but if it has 
stopped for the time being, an operation should be 
performed at once before it recommences. 

2. In typical stenosis of the pylorus, gastro- 
enterostomy is the operation of choice, although it 
is not a complete protection against continuance 
of the hemorrhage, as nearly half of the deaths fol- 
lowing gastro-enterostomy are due to that cause. 
However, 60 per cent of cases of pyloric stricture 
are completely cured by this operation. 

3. Unilateral pylorus exclusion should receive 
especial consideration if the ulcer is still fresh and 
causing much pain, and in cases of duodenal ulcer. 

4. High acidity of the gastric juice favoring the 
development of post-operative peptic ulcers detract 
much from the value of gastro-enterostomy and 
exclusion, and should be performed only where 
there are special indications, and not in cases where 
the symptoms are not severe. 

5. In cases of ulcer situated at a distance from 
the pylorus, transverse resection offers the best 
results, and it must be done when there is the least 
suspicion of malignancy. It is also the correct 
operation where there is a high acidity and when 
the ulcer has invaded neighboring organs. When 
transverse resection cannot be done, Billroth’s 
method No. 2 should be employed. — Billroth’s 
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method No. 1 is third in order to be considered, 
while partial excision is to be entirely rejected. 

7. Jejunostomy is feasible only in the extreme 
cases—as when the patient is so weak that he must 
be fed immediately after operation. In cases of 
peptic ulcer it is the easiest and most rapid of all 
operations and it leaves the stomach undisturbed. 

The technique of gastro-enterostomy as practiced 
in von Eiselsberg’s clinic is that after the method of 
Hacker; i.e., retrocolica posterior without any length 
of bowel between the stomach and jejunum. The 
suturing is done after the manner of Wolfler. Atten- 
tion is called to the importance of properly suturing 
the slit in the mesocolon. In pylorus exclusion the 
stomach is divided between two clamps by a Paque- 
lin cautery, and both proximal and distal ends 
are closed with a continuous suture while the clamps 
are on. When a transverse resection is being done 
it is necessary to supplement the longitudinal 
incision in the abdominal wall with a transverse one 
in order to provide sufficient room. In doing a 
jejunostomy the principle of Witzelschen is followed, 
and one point is especially emphasized; e. g., that 
the catheter should not be introduced into the 
intestine at any point lying higher in the abdomen 
than the umbilicus, otherwise it might lead to a 
kinking of the intestinal loop. E. K. Armstronc. 


Beck, C.: Plastic Operative Methods on the Stom- 
ach. Med. Herald, 1914, xxxiii, 251. 
By Surg., Gynec. & Obst. 
In 1904 and 1905 the author made some experi- 
ments with Alexis Carrel to perform an operation, 
with the intention of making a new route from the 
pharynx into the stomach. The upper part of this 
new tube was made from the cesophagus, which was 
cut across two to three inches below the jugulum. 
The lower part of the new tube was gained from a 
flap alongside the large curvature of the stomach. 
These two tubes were united under the skin of the 
chest and healed together. The specimens from the 
experiment were demonstrated in 1905 before the 
Chicago Medical Society. Since that time the 
Roumanian author, Jianu, has described the same 
operation in 1908, and it has been known in the 
literature under his name. Lately the author has 
reversed the flap of the large curvature in his 
experiments, and instead of turning it upward to 
reach the cesophagus turned it downward to insert 
it into the jejunum. This makes a new method of 
gastro-intestinal anastomosis. 


Stewart, F. T.: A Method of Subtotal Gastrectomy, 
Ann. Surg., Phila., 1914, lix, 828. 

By Surg., Gynec. & Obst. 

Stewart describes a method of procedure used 

by him for doing subtotal gastrectomy without 

clamps and done in such a way that the suturing 

necessary to unite the stomach and intestine is 
completed before either recess is opened. 
The steps in the process are as follows: 


1. Ligate gastric artery at upper end of the pro- 
posed line of section of stomach. 

2. Tie off the gastrohepatic omentum. 

3. Ligate the left gastro-epiploic artery one- 
half inch on each side of proposed line of section of 
stomach. 

4. Tie off gastrohepatic omentum. 

5. Make opening in transverse mesocolon and 
draw the upper segment of the jejunum into the 
lesser peritoneal cavity. Five guide sutures are in- 
serted in the following locations: 

The first (A) is passed through the greater curva- 
ture, midway between ligatures of the gastro- 
epiploic artery, and the antemesenteric border of the 
jejunum. ‘The second (B) unites the posterior wall 
of the stomach about 3 inches above A to the 
jejunum. Suture C is passed through the posterior 
wall of the stomach alone, about one inch above B. 
B and C are placed on the line through which the 
stomach is to be amputated. Sutures, correspond- 
ing in location to B and C, are placed on the anterior 
wall of the stomach (D and E). A is drawn upward 
and to the right. B and D are drawn downward 
and to the left and held together. C and E are 
treated likewise, leaving the upper segment of the 
jejunum surrounded by stomach, and the anterior 
and posterior walls of the stomach between BD and 
CE in contact. 

Ascroserous suture isintroduced from BDtoA unit- 
ing the stomach to the intestine (linen). Over this 
is introduced a through-and-through catgut suture. 

Grasp the greater curvature of stomach one-half 
inch from A, fill the lesser peritoneal cavity with 
gauze. Excise the antemesenteric portion of the 
intestine and incise the stomach close to the suture 
line. Then allow the stomach to straighten out, 
place clamp on the pyloric side of line of the section. 
Complete the amputation, after approximating the 
anterior and posterior walls. Remove the pyloric 
portion of stomach, and invert the duodenal stump. 

The advantages of the operation are: 

t. There is less cutting to be done; it is more 
rapid and less difficult than a posterior gastro- 
enterostomy. 

2. There is less chance of post-operative hamor- 
rhage. 

3. There are no clamps in the way. 

4. There is less tension on the suture lines and 
there is less tendency to kink. Istpore Coun. 


Martin, F., and Carroll, H.: What Rdle Does 
Gastro-Enterostomy Play in the Treatment 
of Gastric and Duodenai Ulcers? Radiographic 
Demonstration of the Functioning of the Py- 
lorus following Gastro-Enterostomy. Md. 
M.J., 1914, Ixii, 185. By Surg., Gynec. & Obst. 

The article consists of the report of a very interest- 
ing case, observations on conditions found, and 

gastro-enterostomy in general, together with a 

discussion of a series of X-ray negatives showing 

the condition of the pylorus after gastro-enterostomy. 
The patient was operated on three times. The 
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first operation was for gastric ulcer, when a posterior 
anastomosis was done to the lower part of the ileum; 
the second was exploratory; and the third was a 
correction of the results of the first operation. 

The patient’s past history, family history, and 
habits were negative. Former symptoms were 
those of pain in the epigastrium an hour after meals, 
relieved by food; vomiting of blood; and constipa- 
tion, which followed a year of “bad indigestion.” 
The first operation resulted in relief for a short time, 
but the former symptoms returned and were more 
pronounced. Also, at times, practically an entire 
meal of almost unchanged food was obtained with 
high enema. There was some retention of stomach 
contents but no blood and no tumor. At the second 
operation a mass of adhesions around the anasto- 
mosis was found and it was also found that the 
terminal ileum had been anastomosed to the stomach 
posteriorly. The patient being in poor condition, 
the appendix was removed and the abdomen closed. 
At the third operation the anastomosis was severed, 
a lateral anastomosis made in the terminal ileum 
witha Murphy button, and the stoma in the stomach 
invaginated. The immediate recovery was good. 
Later observations show that, aside from constipa- 
tion, the symptoms all disappeared and have never 
returned. 

In this case, at the time of the second operation, 
stomach peristalsis, which progressed rhythmically 
to the pylorus in spite of the large stoma, was plainly 
shown. This explains the question of the nourish- 
ment being kept up and the occasional undigested 
meal appearing in the stools. 

The authors then take up the question of the 
results of gastro-enterostomy in ulcer cases and 
show that fully 45 per cent of cases have recurred. 

Barclay is quoted on the etiology of the ulcer, 
showing how, from various abnormal conditions in 
the intestinal canal, a spasm of the stomach ensues. 
Passage of food causes an abrasion, giving rise to a 
condition that cannot resist the gastric juice, and 
an ulcer is formed, which in time perpetuates the 
spasm. 

Gastro-enterostomy influences only pyloric and 
duodenal ulcers and that in two ways: (1) side- 
tracking the gastric contents and (2) permitting the 
reflux of alkaline intestinal juice to neutralize the 
acid gastric juice. This has no effect on ulcers 
located in the fundus, lesser curvature, or elsewhere. 
The results of gastro-enterostomy done for stricture 
of the pylorus due to tumor or overgrowth are the 
same as those done for pyloric or duodenal ulcer. 

The idea that gastro-enterostomy is a drainage 
operation, pure and simple, is shown to be a fallacy 
as long as the pylorus is patent. The hydrostatic 


conditions in the abdominal cavity absolutely pre- 
vent this. As soon as the pyloric spasm is removed 
by the healing of the ulcer the gastric contents follow 
their former normal course, and the old ulcer site is 
again open to trauma. 

Martin therefore concludes that (1) gastro-enter- 
ostomies are useful only in pyloric and duodenal 
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ulcers accompanied by pyloric spasm; (2) are of no 
value in ulcers situated in other places in the 
stomach; (3) when the pyloric spasm relaxes, the 
artificial stoma closes, and there is present a tendency 
towards reformation of the ulcer. 

The high percentage of recurrences, the serious 
and ever-present complications, and the fact that 
7o per cent of cancer cases give previous ulcer 
histories, Martin believes warrants the excision of 
the ulcer and also indicates the operation of pylorec- 
tomy, which he strongly advocates. He does not 
believe in the operations of pyloric occlusion nor 
the method of von Eiselsberg. 

The article concludes with a short discussion by 
Carroll of a series of six X-ray studies showing that, 
given a patent pylorus, the gastric contents will 
flow through the natural channels rather than the 
artificial. 

In every series a bismuth shadow is seen in the 
duodenum, the amount depending upon whether 
the picture was an early or a late one. 

Puitiies M. CHASE. 


Baetjer, F. H., and Friedenwald, J.: On the 
Diagnosis of Incomplete Forms of Pyloric 
Stenosis by Means of the X-Ray. Boston M. 
&S.J., 1914, clxxi, 261. By Surg., Gynec. & Obst. 

The authors point out the difficulty of diagnosis 
in early pyloric stenosis and show the value of the 
X-ray negative in such conditions. 

Pyloric stenosis can be divided into two classes: 
(1) those cases with pronounced symptoms and (2) 
those in which the symptoms of retention and 
stagnation are only slight, although both classes 
are often only stages of the disease in the same 
case. 

The diagnosis of the first class from symptoms and 
test meals is usually easy, while those of the second 
class are often overlooked, or an incorrect diagnosis 
made. 

In the latter class, peristalsis is usually absent. 
vomiting irregular and devoid of the usual features 
of gastric stasis, and pain not marked. The pain, 
when present, appears two or three hours after meals 
and is temporarily relieved by food or alkalies. 
Another marked symptom is the presence of gastric 
secretion in the fasting stomach on repeated exami- 
nations, and this symptom is always indicative of 
pyloric stenosis. 

The motility of the normal stomach varies great- 
ly, and the best authorities have agreed that the 
normal rate should be between three and six hours. 

The authors advise a bismuth meal of one and a 
half ounces of bismuth subcarbonate in an ordinary 
tumbler of water with enough acacia to make an 
emulsion, as the best for X-ray work. 

When there are obstructions within the stomach, 
caused either by malignancy around the pylorus, 
or ulcer with cicatrix or idiopathic pyloric thicken- 
ing, in the early stages, the X-ray shows active 
contractions but a slow elimination of the contents, 
and frequently a slight bulging in the prepyloric 
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region on the greater curvature caused by the food 
being forced into this region faster than the impaired 
pylorus can handle it. The size of this bulging de- 
pends on the duration of the condition. Sometimes 
it is only slight, but more often the pylorus is shown 
on top of the stomach pointing towards the splenic 
region. 

When there are obstructions from without the 
stomach, caused by a mass or growth pressing upon 
the pylorus or duodenum, or adhesions around this 
area, the first condition is soon cleared up by palpa- 
tion or by the X-ray plate. The second is the more 
common type, the most frequent cause of which is 
adhesions around the appendix and cecum involving 
the omentum, which in turn draws the greater 
curvature of the stomach down, preventing a normal 
emptying of the contents. The X-ray shows the 
prepyloric region drawn down to the appendix 
region. 

Adhesions from the gall-bladder region so bind 
down the pylorus and duodenum that the stomach 
contents are very slowly forced through the nar- 
rowed lumen, resulting in agradual stomach dilation. 

Retention from muscular relaxation is caused by 
sluggish contractions so that the mere weight of the 
food dilates the stomach. The point of greatest 
prolapse is the center of the fundus. It is difficult 
to distinguish this condition from that due to pyloric 
stenosis of long standing, but a comparison of the 
two X-ray plates will assist greatly in the differentia- 
tion. 

In conclusion, the authors state that the X-ray 
is a very valuable aid in partial pyloric stenosis in 
those cases in which the trouble is from within; is 
especially valuable in cases where the obstruction is 
from without; and emphasize the importance of 
X-ray examinations always being studied in con- 
junction with the clinical signs. 

M. CHASE. 


Cole, L. G.: Relation of Lesions of the Small 
Intestine to Disorders of the Stomach and Cap, 
as Observed Réntgenologically. Am. J. M. Sc., 
1914, Cxlviii, 92. By Surg., Gynec. & Obst. 

Cole undertakes to prove that iliac stasis, and 
particularly iliac dilatation, are directly related to 
and responsible for certain spasms and even organic 
lesions of the pylorus, pyloric sphincter, and cap. 
One is at once reminded of Lane and, in his paper, 
the author refers to the theories of Lane and the 
roéntgenologic work of Jordan. 

Cole has subjected 300 cases to a complete exami- 
nation of the digestive tract and describes his 
technique, which consists in the administration of 
bismuth or barium in buttermilk in conjunction with 
a Riegel meal of meat, potatoes, and bread, with 
réntgenography ten hours later and at subsequent 
intervals until the colon is evacuated. This is 
supplemented by an examination of the gall-bladder 
for possible calculi, and of the colon after an opaque 
clysma. He repeats his previous contention that 


testing gastric motor efficiency simply by adminis- 
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tering bismuth in fluid or cereal, is a fallacy. An 
even more fertile source of error, he thinks, is dating 
the period of iliac retention from the time of inges- 
tion, and holds that time required for evacuation 
of the stomach should be deducted for accuracy. 

In spasm of the pars pylorica that portion of the 
gastric lumen is disproportionately reduced in size 
and corrugated. Spasm of the sphincter may be 
inferred if the sphincteric lumen and cap is not 
visualized, if bismuth has been seen passing freely 
from the stomach previously and subsequently. In 
spasm of the cap, the bulb shows the appearance of 
having been twisted or wrung empty of its contents. 
Long-continued spasm may result in permanent 
changes, causing contraction of the muscular coat 
of the pars pylorica, or distortion of the cap similar 
to the changes resulting from post-pyloric ulcer. 

Retention in the stomach and cap may be due to 
inhibition of duodenal peristalsis, and this inhibition 
may be the result of iliac dilatation. Réntgenologic 
evidence indicates that iliac stasis, or rather dilata- 
tion, may be caused by: (1) Incomplete evacuation 
or fecal impaction in the ce#cum or ascending 
colon; (2) membranes and veils involving the colon 
and terminal caecum (sic); (3) kinks of the terminal 
ileum; (4) insufficiency of the ileocacal valve; and 
(5) chronic appendicitis. These are discussed seri- 
atim. ALBERT MILLER. 


Gray, F. D.: Some Observations on the Technique 
of Intestinal Anastomosis, with Special Refer- 
ence to a Modified Maunsell Method. 7y. Am. 
Ass. Obst. & Gynec., Buffalo, 1914, Sept. 

By Surg., Gynec. & Obst. 

The author, after briefly referring to the history 
of intestinal anastomosis, in which he shows that 
modern methods of anastomosis were vaguely fore- 
casted by efforts of operators in the middle ages, 
gives a skeleton outline of the principal varieties of 
technique practiced within the past forty years — 
the modern period. 

He then states what, in his opinion, are the es- 
sential requirements of a sound and _ generally 
applicable method of anastomosis; viz., a secure 
water-tight joint, to be made as rapidly as safety 
will permit and adaptable to adverse as well as 
favorable surroundings; also to the various varieties 
of anastomosis —end to end, end-to-side, and 
lateral—providing haemostasis in the cut intestinal 
edges and leaving as little narrowing of the lumen 
by flange formation as possible. 

Based on these requirements all mechanical aids 
or devices are ruled out and the ‘all suture” tech- 
nique of some sort advised. 

A discussion of the merits of anastomosis by a 
double or single through-and-through row of 
sutures follows, with conclusions in favor of the 
single row. 

Connell’s method is then compared with that of 
Maunsell’s, which has practically become obsolete, 
but which the author believes could be profitably 
revived with the substitution of a continuous 
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locking, or buttonhole, suture of Pagenstecher 
thread, to replace the interrupted sutures advised 
by Maunsell, and still described in textbooks. 

The interrupted sutures are open to several ob- 
jections, which are obviated by the use of the con- 
tinuous locking stitch, which, as applied to the 
invagination method of Maunsell, has in cight 
recent cases appeared to the author to furnish a 
quite ideal method of anastomosis. 


Reder, F.: Remarks on the Surgery of the Ileo- 
cecal Coil. Surg., Gynec. & Obst., 1014, xix, 96. 
By Surg., Gynec. & Obst. 

Reder maintains that the early diagnosis of an in- 
testinal lesion, especially those of a cancerous or 
tuberculous lesion, is essential to the anticipation of a 
successful surgical invasion. ‘Too often such lesions 
are interpreted as chronic appendicitis, colitis, or 
intestinal indigestion. 

Such a diagnostic error often loses for the sur- 
geon good opportunities, negatively influencing the 
result. From the author’s experience, he believes 
every resection of the ileocecal coil should receive 
the most guarded consideration, no matter how 
favorable the condition of the patient. Every 
element of danger should be eliminated, and every 
factor of safety should be embodied in the technique. 

In his last two ileocecal resections Reder has in- 
stituted a modified artificial anus with a happy 
result. His technique is as follows: 

The division of the ileum should be such as to give 
the bowel the necessary latitude to be brought with- 
out tension in contact with the colon at or near the 
hepatic flexure. At least six inches of ileum should 
be sacrificed. The end of the colon is closed in the 
accepted manner. The end of the ileum is closed 
temporarily with a basting stitch so as to avoid 
spilling any of its infective contents while the opera- 
tion is in progress. 

A lateral anastomosis with an opening not less 
than three inches is made with the colon. ‘The end 
of the resected colon is secured to the abdominal 
wall as far laterally as is possible, that any future 
displacement of the gut may be anticipated. 

After the anastomosis is completed the free end of 
the ileum is drawn out of the abdomen and sutured 
to the parietal peritoneum of the wound in its upper- 
most corner, away from any viscus that might be 
liable to get caught at the point of fixation. The 
abdominal wound is closed. If a more advanta- 
geous implantation of the ileal end can be made 
through a small secondary abdominal incision, this 
should be done and the primary incision closed. 

The basting stitch in the ileum is removed and a 
Paul’s tube inserted to drain off faecal matter and 
flatus. ‘The opening in the small intestine is of 
service for irrigation of the small bowel when neces- 
sary. The large bowel can be irrigated through a 
modified Paul’s tube. 

It requires about five to eight weeks for the ileal 
opening to close. No operative measures of any 


risk are necessary to aid in its obliteration. 
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Case, J. T.: Réntgen Examination of the Appendix. 


N.Y.M.J., 1914,¢, 161. By Surg., Gynec. & Obst. 


Case believes that the rarity of réntgenograms of 
the appendix has been because of the frequency with 
which the bismuth examination has been made in 
the erect rather than the reclining position. With 
the patient reclining on his back, the tube under- 
neath and the screen above, and the cecum held 
aside with the gloved hand or a wood instrument, 
Case has shown the appendix in more than 300 cases. 
In one series of 827 bismuth meal examinations, the 
appendix had been removed from 64 patients. Of 
the remaining 763 the appendix was demonstrated in 
273, or just one-third, apparently a high percentage 
until it is recalled that patients were examined be- 
cause of gastro-intestinal symptoms. In a ma- 
jority constipation was prominent. When _ the 
shadow can be demonstrated, it is possible to study 
the size and length of the lumen; presence or ab- 
sence of constrictions or kinks; adhesions; drainage 
(emptying time); relation of the visible appendix 
shadow to pressure-pain point; and the position, 
procecal or retrocecal, ete. 

At least one examination should be made sutfii- 
ciently long after the bismuth meal that the ileum 
may be empty, as a thin shadow remaining in the 
terminal ileum may be mistaken for the appendix. 
It is to be presumed that when the appendix rids 
itself promptly of the bismuth contents the fact oi 
the entry may be of little consequence, but when the 
appendix remains visible for more than a day or two 
it is, in proportion to its poor drainage, dangerous. 
In connection with the suggestion that perhaps, in 
these cases, the presence of the bismuth might be a 
menace to health, an inquiry was made as to the 
fate of therapeutic doses: of bismuth. In the ex- 
amination of five, who were being given bismuth in 
fifteen grain doses for acute gastro-intestinal disease. 
bismuth was found in the appendix in every case. 
In one case it was found on the nineteenth day after 
the last dose of bismuth. The conclusion seems 
warranted that the danger of bismuth entering the 
appendix and, by remaining there, causing acute 
appendicitis is not greater when given for X-ray 
examination than when given therapeutically. 
Even when the appendix is not shown, the X-ray 
gives definite information as to whether or not a 
tender area coincides with the shadow of the lower 
inner border of the caecum. D. R. Bowen. 


Gunn, J. A., and Whitelocke, R. H. A.: Observa- 
tions on the Movements of the Isolated Human 
Vermiform Appendix. Brit. J. Surg., 1914, ii, 92. 

By Surg., Gynec. & Obst. 


It is a well-known fact that several of the organs 
of mammals may be removed and kept for a limited 
time in unoxygenated Locke’s solution without 
showing any movements whatever. However, if 
the solution is raised to the body temperature and 
oxygenated, the organs will show rhythmic con- 
tractions. Working along this same line the au- 
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thors studied the movements of the isolated human 
vermiform appendix. 

The method used was to keep the appendix in 
Locke’s solution until the experiment was to take 
place. The appendix was then suspended in a bath 
of Locke’s solution at a temperature of 37° to 38° C. 
with oxygen bubbling through it. The appendix 
was suspended between two hooks, the lower of 
which was fixed while the upper, attached by a 
thread to a lever, recorded the contractions of the 
longitudinal muscle of the appendix. 

It was found that the appendix normally shows 
rhythmic contractions very similar to the contrac- 
tions of the enervated colon of the dog, that is, 
regular strong contractions lasting from 10 to 40 
seconds each. Superimposed on these large con- 
tractions may be seen smaller ones, not very regular, 
but having an individual duration of 2 to 4 seconds. 

Examination of the rabbit’s appendix in Locke’s 
solution shows a curve of contractions very similar 
to that obtained from the human appendix. Ex- 
amination of the movements of the rabbit’s appen- 
dix in situ gives a similar result to that in Locke’s 
solution. It seems fair to assume, therefore, that 
the movements of the human appendix which are 
observed in Locke’s solution are those which occur 
normally iw situ. 

An attempt was made to discover the innervation 
of the appendix. As is well known, the large in- 
testine has a double nerve supply: (1) splanchnic 
or sympathetic nerves, and (2) the pelvic visceral 
or parasympathetic nerves. These two groups 
have antagonistic functions, the former by dimin- 
ishing the tone and abolishing the rhythmic con- 
tractions, the latter by increasing the tone and aug- 
menting the rhythmic movements. By the addi- 
tion of adrenine to the Locke’s solution the con- 
tractions ceased and the appendix relaxed. By 
the addition of pilocarpine to the solution the tone 
was increased and also the contractions. From this 
experiment it may be assumed that the innervation 
of the appendix is similar to that of the large intes- 
tine. J. H. Skies. 


Mort, S.: Gangrenous Appendicitis with Copro- 
lith, Abscess, Septic Peritonitis, Intestinal 
Obstruction, Rupture of Intestine, and Fistula. 
Glasgow M. J., 1914, Ixxxii. 85. 

By Surg., Gynec. & Obst. 
The author reports an interesting case of appendi- 
citis which was complicated by intestinal obstruction 
and peritonitis. The patient, a boy of 15, was sick 
three days before operation. When the abdomen 
was opened, pus poured out. The appendix was 
found to be gangrenous, the whole organ being 
swollen; the distal portion was distended by a copro- 
lith the size of a small date seed. A portion of the 
omentum was removed because of gangrene. The 
wound was disinfected, packed, and drained. 
The patient progressed nicely for ten days, when 
complications set in. The temperature rose to 
103° and the pulse reached 114. Two days later 
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there were signs of peritonitis, the temperature 
dropping to 97° and the pulse rising to r40o. At 
operation, a median incision was made and pus 
flowed from the wound. The pus was located in 
the rectal fascia. On opening the peritoneum a small 
amount of ascitic fluid escaped. The intestines were 
inflamed and matted, and between the coils there 
were sacculated collections of pus. Most of the 
coils were distended, but on the right side there 
was a collapsed and flaccid small intestine, one loop 
of which had fallen into the true pelvis. A band of 
omentum was found passing round and _ tightly 
gripping the loop of gut. When the omentum was 
removed a rupture two inches in length was found 
in the intestine. The opening was closea by con- 
tinuous Lembert silk suture, and the peritoneal cav- 
ity was well packed with dry iodoform gauze. 

For four days the patient did not improve. The 
intestine was opened again and the contents poured 
abundantly from the upper part of the wound. The 
patient then began to improve. The fistula closed 
in twenty-two days; and a month later he was dis- 
charged cured. Epwarp L. Cornet. 


Bainbridge, W. S.: Operative Findings in Twelve 
Cases of Chronic Intestinal Stasis. 7. .1. 
Ass. Obst. & Gynec., Buffalo, to914, Sept. 

By Surg., Gynec. & Obst. 

The one important part of the output of grist from 
the mill of controversy and discussion which had 
been built up around the theories of Sir W. Arbuth- 
not Lane concerning chronic intestinal stasis was 
the establishment of the facts of the existence of the 
adventitious intra-abdominal structures, ‘‘evolu- 
tionary bands,” and of the condition of stasis which 
they cause. Around these two facts has developed 
some very creditable work by different investigators, 
but there still remain certain questions to be settled. 

It is important to study the human digestive canal 
as a great drainage system, and to consider this 
system as a whole, remembering that defects in one 
or more parts are apt to derange the entire plant. 

The author presented a series of cases as illustra- 
tions of the following points: 

t. The possibility of making the diagnosis of 
chronic intestinal stasis by clinical examination 
alone, without the aid of X-ray or fluoroscopic study. 

2. The verification of the diagnosis by the dis- 
covery, at operation, of the bands and the kinks. 

3. The discovery, in certain instances, of condi- 
tions which may be interpreted as corroborative 
evidence of the correctness of Lane’s theory regard- 
ing the possible remote effects of chronic intestinal 
stasis. 


Kohn, H.: Multiple Diverticula of the Large In- 
testine (Uber die multiplen Divertikel des Dick- 
darms). Berl. klin. Wehnschr., 1914, li, 931. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author first discusses the scanty historical 
data available in regard to this interesting and little 
known disease, and then takes up the clinical picture. 
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The clinical significance of diverticulum of the large 
intestine is, in itself, slight, but very severe compli- 
cations may result from it, such as stasis of feces, 
decomposition of the intestinal contents in the di- 
verticula, suppuration and perforation, generally not 
into the abdominal cavity, but into the mesosigmoid 
and the appendices epiploice. In other cases calluses 
are formed in the intestinal wall that make the in- 
testine stiff and hard and simulate malignant tumor. 

Three cases are described in men from 56 to 67 
years of age. Twice a diagnosis of appendicitis was 
made and operation performed, followed immediate- 
ly by death; in the other case colostomy was per- 
formed because an immovable carcinoma of the 
sigmoid flexure was suspected. The patient died 
after 6 years. In all three cases autopsy showed a 
number of diverticula, which in the first case were 
limited to the rectum and sigmoid, in the second 
case involved the whole large intestine, and in the 
last case had transformed to cm. of the flexure into 
a thick, hard tumor. 

He discusses the diagnosis, based on these three 
cases, and points out that in every doubtful case of 
intestinal disease this condition should be thought 
of. The fact that the disease is found almost ex- 
clusively in men is due, he thinks, to the fact that the 
abdominal pressure in old women is slight, while in 
men, in connection with peristalsis and the develop- 
ment of gas, the pressure either distends the vessels 
and the openings of the vessels, or exercises differen- 
tial pressure on the ingesta, and thus leads to a dis- 
tension of the interstices in the intestinal walls. 

NORDMANN. 


Mayo, W. J.: Resection of the First Portion of the 
Large Intestine, and the Resulting Effect on 

Its Function. J. Am. M. Ass., 1914, Ixiii, 446. 
By Surg., Gynec. & Obst. 

Variation in the position of abdominal viscera 
within limits should not be considered abnormal. 
The large intestine, with its short heredity and 
changing function, has less fixed characteristics than 
the more primitive small intestine. The proximal 
half of the large intestine has an important assimila- 
tive function, being closely related embryologically 
and functionally to the small intestine. The func- 
tion of the distal half of the large intestine is mainly 
storage. It is probable that in the past too much 
importance has been attributed to purely incidental 
changes in the position and attachments of the large 
intestine, thus giving more or less normal bands, 
kinks, and adhesions a fictitous réle in the supposed 
production of symptoms. 

By the cecum is meant the head of the colon or 
cecocolon, the cecum itself being only from 1.5 to 
3 inches in length. It has a most important function 
in assimilation. Reasoning from analogy, probably 
the functional activity of the proximal half of the 
large intestine concerns vegetable intake, as it is 
large in the herbivora and small in the carnivora. 
Man is rapidly increasing his intake of flesh. If 
unassimilated, it undergoes decomposition and these 
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products, thrown into the large intestine, may be 
absorbed with deleterious effects, disturbing the 
metabolic balance. 

Adami and others object to the term ‘‘auto- 
intoxication” and propose to substitute “‘subinfec- 
tion.’”’ It has not been shown that all of the toxic 
products are due to infection; apparently some are 
essentially chemical. Glandular secretion of the 
cecocolon is important in metabolism. It is possi- 
ble that hyper- and hypo-activity of these glands 
may have effects which can be compared to like 
disturbances in the thyroid, adrenals, and other 
glands of internal secretion. Food intake in the 
stomach causes emptying of the lower ileum in the 
cecocolon. It is possible that some constipations 
and toxic conditions have their origin in the ileum 
rather than in the colon. 

Commenting on the physiologic basis of Lane’s 
pioneer work, the author states that ileocolostomy 
is sometimes unsatisfactory on account of the filling 
of the blind end due to reversed peristalsis. Com- 
plete colectomy is a serious operation on account of 
removal of the entire omentum which. subsequently, 
may give rise to extensive troublesome intestinal 
adhesions. 

Removal of ten inches of the ileum, cecum, 
ascending colon, hepatic flexure, and a portion of 
the transverse colon is a satisfactory operation. 
Cases are rare in which such an operation is indi- 
cated. The entire subject is in the experimental 
stage and haste must be made slowly. 


Lardennois, G.: Total Colectomy and Subczcal 
Colectomy; Operative Technique (Colectomie 
totale et colectomie souscecale; technique opéra- 
toire). J. de chir., 1914, xii, 701. 

’ By Surg., Gynec. & Obst. 


The author discusses the technique of each kind 
of typical colectomy, but does not enter into a 
discussion of indications. He thinks the method 
used by Sir Arbuthnot Lane can be improved upon 
in several particulars. These improvements are: 
(1) separation of the great omentum from the trans- 
verse colon and mesocolon; (2) conservation of the 
great omentum; (3) use of the inclined rather than 
the horizontal position while the intestine is being 
sectioned and the anastomosis made: (4) the use 
of a subcecal colectomy with an anastomosis be- 
tween the cecum and sigmoid, instead of a total 
colectomy. This does away with the pain which 
persists for so long after total colectomy. 

There are distinct advantages in dissecting the 
great omentum. In the first place it isolates the 
transverse mesocolon, a thin layer of cellular tissue 
on which are clearly outlined the right and left colic 
arteries, forming Riolan’s arch. The arteries having 
been followed up to their origin, only three ligatures 
of No. o catgut are required to secure absolute hemos- 
tasis of the ascending, transverse, and descending 
colon. With the old method a large number ol 


ligatures were blindly placed close together, strangu- 
lating irregular areas of tissue. These areas remain- 


ed painful for a long time after the operation, even 
when covered with peritoneum. Moreover, when 
the mesocolon is sectioned near its origin it leaves 
only a small incision, situated deep down so that no 
peritonization is necessary. Ligation ex musse of 
the mesocolon and great omentum offered another 
disadvantage. It brought the greater curvature of 
the stomach into juxtaposition with the transverse 
mesocolon, the right and left colic arteries, and the 
duodenojejunal angle. The tension caused by the 
ligatures and the cicatricial retraction following the 
operation aggravated this condition and doubtless 
caused the gastric troubles that so frequently fol- 
lowed colectomy. The dissection of the omentum 
from the colon also facilitates the liberation of the 
flexures of the colon. The flexures are each fixed, 
the left one higher and more firmly than the right, 
by a thin broad fibrous ligament, extending from the 
lateral parietal peritoneum to the upper edge and 
anterior surface of the colon. They are exactly ina 
line prolonged from the great omentum. When the 
latter is dissected and raised, nothing is simpler than 
to slip the index-finger between the mesocolon and 
these suspensory ligaments — which are fibrous and 
nonvascular — cut them and lower the flexures. If 
the omentum is not dissected the ligaments cannot 
be cut without risking the vessels of the mesocolon 
underneath. Lane himself once had a severe hamor- 
rhage which could be explained only in this way. 

There is no doubt that the conservation of the 
omentum is desirable. Its value in abdominal statics 
and as a defense for the peritoneum indicate this. 
But even if it has to be sacrificed it should be dis- 
sected previously, for the reasons just given. None 
of the patients have shown signs of inflammation of 
the omentum, and in one patient who had to be 
operated on later for another purpose the omentum 
was found to be in good condition and sufliciently 
movable. 

With a little practice dissection is possible, even 
if there are adhesions and pericolitis, if the omentum 
is not absolutely contracted and cicatricial. The 
most that is risked is the leaving of some fragments 
of the posterior fold of the omentum adherent to the 
mesocolon, and as all the important vessels run 
through the double anterior fold, and as this alone 
is fixed to the greater curvature of the stomach, that 
fact is not of much importance. The author does 
not practice colectomy for simple chronic intestinal 
stasis if the colon is perfectly normal. He believes 
that such colons may be restored to normal function 
by medical treatment and possibly by a palliative 
operation. He performs colectomy only when 
chronic colitis has caused degeneration of the walls 
of the colon and such extensive adhesions that their 
destruction wou'd be difficult and almost certainly 
followed by recurrence. This shows that the separa- 
tion of the omentum and colon can be practiced in 
patients who have adhesions, pericolitis, and even 
epiploitis. 

Lane operates in the horizontal position, but the 
author prefers the inclined position for the purpose 
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(Lardennois.) 


Fig. 1. 
verse mesocolon with the great omentum. 

Fig. 2. (Lardennois.) 
mesocolon with the omentum dissected off and lifted up. 
Good technique. 


Ordinary ligation of the trans- 
Bad technique. 
Proper ligation of the transverse 


of getting the mass of the small intestines out of the 
way and securing more perfect isolation of the field 
of operation. 

Subcecal colectomy has distinct advantages over 
total colectomy. In the latter, in addition to the 
pain from the ligation ex masse and the traction on 
the stomach by the cicatricial contraction of the 
mesocolon, there is apt to be excessive diarrhoea 
and reflux of gas into the small intestine. The 
valve of Bauhin, which is necessary to perfect func- 
tioning of the small intestine, is suppressed. This 
is one of the reasons why the author is inclined to 
question the value of ileosigmoidostomy — Lane’s 
short circuit. ‘Therefore he devised the operation of 
subcecal colectomy with the formation of an end-to- 
end or end-to-side anastomosis of the cacum and 
sigmoid, after resection of the base of the cacum. 

The fact that the cecum is prolapsed, distended 
and too movable, does not necessarily indicate 
that it should be sacrificed. Instead of being the 
cause of the trouble, as is so often assumed, it is 
more apt to be the victim of colitis of the adjacent 
segments, dilated because of their defective function 
and degenerated from progressive distension. 
After subcecal colectomy and typhlosigmoid anasto- 
mosis, the liquid contents of the cacum are easily 
evacuated. 

A cecum well drained into the sigmoid can cause 
no trouble, and there are advantages in retaining 
it unless there are marked lesions of its walls. 
The general direction of the small intestine is main- 
tained, and the last few centimeters of the ileum 
preserved, where absorption is intense and lym- 
phoid organs abundant. The normal implantation 


of the small intestine into the large is preserved, 
likewise the valve of Bauhin, which regulates the 
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Total Ileosigmoid 


colectomy, 


Fig. 3. (Lardennois.) 
implantation. 


function of the small intestine and offers a barrier to 
reflux. Moreover, in retaining the cecum we pre- 
serve the second stomach in which the greater part 
of the starch and cellulose is digested, and which also 
furnishes a safety chamber in case of sudden reflux 
from the sigmoid. Lane’s partisans object that 
in preserving the last few centimeters of the ileum 
the risk of leaving a Lane’s kink is taken. In the 
first place these bands are extremely rare, and in 
the second, unless they are very marked, they cannot 
interfere greatly with the evacuation of the small 
intestine if the cacum is well drained. At any rate 
if the surgeon finds such bands he may destroy them, 
not by cutting them. but by separating them at their 
insertion into the intestine, which will prevent re- 
currence. The liberation of the cecum, which is 
necessary for its anastomosis with the sigmoid, 
would free the intestinal insertion of a Lane’s kink 
if there should be one. It has been held that the 
cacum should be extirpated because it is the place 
in the intestine where bacteria are the most pre- 
valent; but it would seem that a caecum regularly 
evacuated would be disinfected; moreover, examina- 
tion after total colectomy has shown that the bac- 
terial flora normally inhabiting the caecum take up 
their abode in the terminal segment of the small 
intestine. It seems desirable, therefore, to preserve 
the cecum and the adjacent portion of the ascending 
colon unless there are distinct contra-indications. 
The operative technique is described as follows: 
1. In total colectomy, chloroform is to be pre- 
ferred to ether anesthesia because it is more pro- 
found. The patient is placed in the horizontal 
position, the operator on the right side with his two 
assistants opposite him. The median incision is 20 
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(Lardennois. ) 
end typhlosigmoid anastomosis after resection of the base 
of the caecum. 


Fig. 4. Subcwcal colectomy. End-to- 


to 22 cm. long, one-third of it being above the 
umbilicus, two-thirds below. The abdominal cavity 
is inspected carefully, and a Ricard’s retractor with 
a triple valve inserted. The great omentum and 
colon are brought outside the abdominal cavity, 
the cavity being protected with compresses. The 
omentum is lifted. The line of junction of the omen 
tum and colon is marked by fine folds in the peri- 
toneum. The assistant pulls the omentum and 
colon in opposite directions, keeping the omentum 
spread out on his open right hand, wh le his left 
hand twists the colon from above downward. The 
operator, taking the omentum in his left hand, passes 
a bistoury over the fine folds along the line of junc- 
tion from the left to the right end of the transvers« 
colon. The space is thus opened up and the opening 
is enlarged by the finger, the assistant holding th 
parts aside as they are separated. The dissection 
commences on the colon and is continued on the 
mesocolon, becoming easier as the attachment of the 
mesocolon to the posterior wall is approached. 
Soon the omentum is laid aside at the upper angl 
of the wound and the whole superior surface of the 
mesocolon is exposed to view. The left index-finger. 
following up the mesocolon, comes to the suspensory 
ligament of the splenic flexure, which being non 
vascular can be cut by the bistoury without any 
danger to the mesocolon or its vessels. The splenic 
flexure is thus detached and lowered. The dissection 


of the parietal peritoneum is then followed up 
toward the median line as far as desired. 
The right flexure is freed in the same manner ts 
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There may be some adhesions around the 
The 


the left. 
gall-bladder but they are easily broken up. 
transverse colon with its mesoco!on is lifted up and 
the omentum is replaced in the abdominal cavity. 
Then the arteries are seen outlined on the thin 


mesocolon. A ligature of No. o catgut is placed on 
the right colic vessels, then on the accessory right 
colic vessels, and a third on the left colic vessels at 
the place where the pelvic colon is to be sectioned. 
Hemorrhage may be prevented by placing small 
Kocher’s forceps on the peripheral ends of the ligated 
vessels and cutting the mesocolon between Riolan’s 
arch and the parietal insertion of the mesocolon. 
The transverse, ascending, and descending coli, 
freed from their mesocolon but remaining fixed at 
the extremities by their continuity with the cacum 
and the sigmoid, are lifted up, thus forming a great 
arch. The patient is then placed in the inclined 
position, which takes the mass of small intestines 
out of the way. The place for section of the colon is 
selected. A small ligature is all that is necessary 
for haemostasis of the mesocolon. The intestine is 
crushed with a Doyen’s forceps and a ligature of 
No. 1 silk is placed here, a strong forceps — not a 
clamp under which the intestine slips — being placed 
just above. The colon isthen cut withthe thermocau- 
tery between the ligature on the lower end and the 
forceps on the upper. The upper segment is placed 
outside the field of operation, and the lower end is 
closed with the usual precautions. The cacum and 
the termination of the small intestine are then 
freed from any adhesions that may exist. Hamo- 
stasis is accomplished by ligation of the ileocolic 
artery. The incision of the ascending mesocolon is 
prolonged in the mesentery to the point chosen for 
section of the ileum. A strong forceps is placed on 
the distal end of the ileum; a smaller forceps, firm 
but not heavy enough to produce trauma, on the 
proximal end. After the intestinal contents are 
pushed back, a clamp is placed for safety a few 
centimeters farther up. Section is made with the 
thermocautery, and the distal end of the ileum is 
thrown out of the field of operation. The removal of 
the colon is completed. 

An end-to-side anastomosis is made between the 
ileum and sigmoid, according to the ordinary rules. 
The dissection of the ileocolic mesentery has left a 
flap of mesentery which it is well to suture to the 
posterior peritoneum with a few fine catgut sutures 
to prevent the formation of a dead space as well as 
to fix the end of the ileum. Lane drains the anasto- 
mosis, and after the operation is completed he intro- 
duces a rubber tube the size of the little finger 
through the anus and rectum. It is passed up 
through the anastomosis into the terminal portion of 
the small intestine, and projects about 15 cm. out- 
side the anus. Lane’s long experience has doubtless 
shown that it is better to drain directly than to leave 
the patient subject to an intermittent painful 
diarrhoea. The author also thinks that this tube 
has the advantage of preventing movements of the 
small intestine over the anastomosis which constrict 
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the end of the ileum, and that it thus prevents the 
painful spasms that he has observed for several 
weeks after the operation. Perhaps this drainage 
also prevents distention above the anastomosis and 
thus makes it more secure. The tube is evacuated 
spontaneously by the patient. The omentum is re- 
placed over the intestines, but it is not advisable to 
pull it downward. In some cases he has attached 
it loosely to the anterior wall of the abdomen to 
prevent its pulling on the greater curvature of the 
stomach. The wound is closed without drainage. 

2. The first stages of the operation are the same 
as for total colectomy. Section should be performed 
first on the end that is to be closed, and last on the 
end where the anastomosis is to be made. Section 
may be made with the bistoury, but the author pre- 
fers the thermocautery. The place chosen for section 
of the sigmoid is variable, depending on whether an 
end-to-end or an end-to-side anastomosis is to be 
made. The caliber of the sigmoid determines the 
question; if it is large the end-to-end anastomosis is 
ideal. Flaccid, atonic pelvic colons are eminently 
adapted to end-to-end anastomosis. In one case 
where marked spasm was recognized clinically the 
spasm was overcome by small irrigations of bella- 
donna given two days before the operation and 
on the morning of the operation. The appendix is 
generally removed before the base of the caecum is 
resected. A clamp is placed on the cecum, and 
another on the sigmoid a few centimeters below the 
section in order to prevent reflux. The base of the 
cecum is resected and then the anastomosis is per- 
formed according to the usual rules. A tube may be 
used as in Lane’s operation. The end-to-side anasto- 
nosis is the same except that the caecum is implanted 
into the side of the sigmoid. A. Goss. 


Bookman, M.R.: Congenital Maiformations of the 
Rectum and Anus. NV. J. AM. J., 1914, 415. 
By Surg., Gynec. & Obst. 

The anus is first noticed in the early weeks of the 
embryo as a dimple in the epiblast and is known as 
the proctodeum. The lowermost portion of the 
hind-gut, which eventually forms the rectum and 
sigmoid, is separated from the proctodeum by a 
thin septum which normally disappears about the 
fourth week of intra-uterine life, leaving those 
structures in continuity. At the time of fusion of 
the anal depression with the hind-gut, it has open- 
ing into it, anteriorly, the urachus, and, posteriorly, 
the intestine. This is called the cloaca. During 
the second month of development this cloaca is 
divided transversely by a septum, which later forms 
the perineal body. Persistence of the foetal open- 
ings result in the various congenital fistulee, while 
the non-disappearance of the septum between the 
proctodeum and the hind-gut constitutes the salient 
feature of imperforate anus and rectum. 

The simplest forms of rectal malformation are 
handled comparatively easily, but with the increas- 
ing distance between the proctodeum and the lowest 
portion of the primitive rectum, greater difficulties 
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are encountered. In cases where a septum is found, 
the use of an exploring needle greatly facilitates 
matters; and when gas or meconium escapes, it 
serves as a guide for further dissection. Imperforate 
ani are best treated by a vertical incision over the 
perineum and gradual dissection upward aided by 
the exploring needle. Should the bowel be found, 
it should be brought down and sutured to the skin. 
If it is not to be reached from below it is better to 
do a colostomy, and attempt to readjust matters 
later. The establishment of an artificial anus, 
however, usually predicates disaster; consequently 
every justifiable attempt should be made to effect 
a junction of the rectum with the anus. After opera- 
tion the rectum must be kept dilated with the 
finger or with suitable bougies. 

Rectovaginal and recto-uterine fistula may be 
repaired when the child is older, but rectovesical 
and recto-ureteral fistulae should be repaired as 
soon as conditions permit, for when colon bacilli 
appear in the stools, ascending infections of the 
urinary tract are common. Ek. K. ARMSTRONG. 


Heyd, C. G.: A Procedure for the Repair of Acciden- 
tal Injuries to the Rectum. Swrg., Gynec. © 
Obst., 1914, Xix, 224. By Surg., Gynec. & Obst. 

The author draws attention to the frequency of 
accidental injuries to the rectum low down in the 
pelvis and incident to the radical extirpation of the 
uterus and adnexa for malignancy. The technique 
is a modified “‘tube-operation,”’ such as is used in 
sigmoidorectal anastomosis. A fairly rigid rubber 
tube, about ten inches long, perforated near its 
upper end, is introduced into the rectum through the 
anus, and attached by means of a No. 2 chromic 
transfixion suture to the anterior rectal wall about 
one-half inch above the injury. Upon gentle 
traction on the tube the two lips of the rectal defect 
are approximated and sutured with No. 2 chromic 
catgut. Upon further traction a partial intussus- 
ception of the anterior rectal wall is produced, where- 
by two peritoneal surfaces are brought together with 

a right-angle Cushing suture of Pagenstecher thread. 

The upper portion of the rectum is mobilized by two 

pararectal incisions through the peritoneum. Gen- 

tle but continuous traction is exerted by suturing 
the tube to the anal margin. The tube is removed 
at the end of five days. 


LIVER, PANCREAS, AND SPLEEN 


Cheney, W. F.: Syphilis of the Liver, Imitating 
Cirrhosis. Am. J. M. Sc., 1914, cxlviii, 157. 

By Surg., Gynec. & Obst. 

Cheney’s report is based upon six cases: four of 

syphilis of the liver; one of carcinoma of the liver, 

diagnosed as syphilis but proved by autopsy to be 

carcinoma; and a case of probable syphilis of the 
liver, still under treatment. 

The first case is interesting, in that operation 

was performed for tumor of the lower abdomen 

accompanied by ascites. After hysterectomy the 
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liver was felt to be hard and nodular, and the 
pathologist’s report of section was syphilitic cirrhosis. 
After operation the patient developed hydrothorax 
as well as ascites. The Wassermann test showed 
reaction of blood, and ascitic and pleural fluids were 
triple X positive. Intensive specific treatment, 
however, was futile because of the great destruction 
of liver proved at autopsy. 

From the clinical data, the second case seems to 
be a case of syphilis of the liver and pancreas, with 
a small liver and a large spleen. With intensive 
specific treatment the patient has been greatly bene- 
fited. 

The case of carcinoma of the liver, mistaken for 
syphilis, showed triple X Wassermann reaction, but 
this was due to concurrent syphilis and not to the 
enlarged liver. 

The livers in this series of cases were both large 
and small, and the enlarged ones on palpation have 
appeared smooth and were usually quite tender. 

Cheney concludes that in any case which appears 
to be cirrhosis of the liver, the blood should always 
be examined for syphilis and if the Wassermann 
reaction is positive, a vigorous specific treatment 
will often produce marvelous improvement. In 
cases with positive reaction, liver disease may not 
be specific and in such cases specific therapy will be 
of no avail, but the therapeutic test will give valu- 
able information and will do no harm. 

Torr WAGNER HARMER. 


Wyard, S.: A Case of Congenital Atresia of the 
Bile-Ducts. Lancet, Lond., 1914, cIXxxvii, 495. 
By Surg.. Gynec. & Obst. 

The case is reported of an infant, which was nor- 
mal at birth but became jaundiced when three 
weeks old. When four months old she developed 
snuffles; a rash, especially around the anus; and 
passed clay-colored stools. The liver was much 
enlarged but the spleen could not be felt. The 
mother had had five other children who were all well, 
and had had one miscarriage six years previous. 
When the infant was ten months old a little free 
fluid was found in the peritoneal cavity, which 
gradually increased in amount. The jaundice 
became more intense, and the child died when one 
year old. 

The author discusses the pathology and etiology 
of this condition, giving in detail the post-mortem 
findings in this case. The veins of the abdomen 
were found enlarged and the abdomen filled with a 
bile-stained fluid. The liver weighed 12 ounces and 
its surface was nodular. It was firm in consistence 
and tough on section. The cut surface presented 
a mottled appearance. The hepatic ducts were 
completely obliterated. and at a very short distance 
from their junction faded away into the connective 
tissue of the gastrohepatic omentum, so that they 
could not be traced to the duodenum — not even 
a fibrous cord remaining to represent them. The 
gall-bladder was merely a fibrous cord deeply buried 
in the liver substance. Like the common bile-duct, 
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the cystic duct was lost in the gastrohepatic omen- 
tum and could not be traced to its junction with the 
common duct. The spleen weighed three ounces. 

Microscopically, the liver was extremely and 
markedly fibrosed. The normal lobulation was 
entirely lost and the hepatic cells showed all stages 
of degeneration. There was a slight degree of fatty 
degeneration. 

The author believes that the condition was due to 
a cholangitis. A gastro-enteritis traveling from the 
duodenum up along the common bile-duct would 
be capable of producing all the appearances found. 
He also believes that the same agent which caused 
the ascending cholangitis, at the same time, by 
absorption and circulation in the blood through the 
liver, initiated a cirrhosis which was aided and in- 
creased later by the obliteration of the ducts. 

EpWARD L. CORNELL. 


Jackson, R. H.: Anterior Choledojejunostomy; 
with Report of a Case. Surg., Gynec. & Obst., 
IQ14, Xix, 232. By Surg., Gynec. & Obst. 


Reconstruction of the common bile-duct in man 
is often disappointing in results, owing to the 
debilitated condition of the patients and the path- 
ologic alteration of the surrounding tissues. Re- 
establishment of a physiologically active bile-duct 
in man has not been placed in the category of well- 
tried surgical procedures: with definite indication 
and technique. When essayed for the first time, 
there is apt to be an undue amount of hesitancy in 
the performance of the operation, with a great deal 
of doubt as to its efficiency when completed. These 
considerations led the author to adopt, in his second 
case, the simple maneuver of utilizing a more mobile 
portion of the intestinal canal than the duodenum 
in its shortened and somewhat atrophied condition 
— the result of previous pylorectomy — offered. A 
loop of jejunum — that portion embracing its first 
eighteen inches — was brought up in front of the 
transverse colon, and the stump of the common duct 
united to it by a small-caliber rubber tube inserted 
into the stump of the duct and fastened with a linen 
stitch, the other end of the tube being inserted into 
a small opening in the bowel, the wall of which was 
then folded over the tube and as much of the duct 
as possible — about one-half inch. The lateral 
surfaces of the jejunum were then abraded and 
tacked to the adjacent surfaces of the liver and 
pancreas. The patient made an uneventful con- 
valescence and nine months after operation continues 
to be in good health. 


Osler, W.: Splenectomy. Lancet, Lond., 1914. clxxxvii, 
380. By Surg., Gynec. & Obst. 
Osler states that clinical experience has enabled 
the profession to recognize certain groups of cases 
in which splenectomy can be done and other groups 
in which it is contra-indicated. In the latter class 
should be placed all cases of leukaemia — no good 
results having followed its use here; also cases in 
which the spleen is enlarged but in which there is 
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also disease of the liver; and also in cases of syphilitic 
enlargements of the spleen. As regards the latter 
group, however, it is thought possible that spleno- 
megaly of congenital specific origin in children might 
be successfully treated by splenectomy. 
Splenectomy is indicated in the following three 
types of cases: (1) Cases in which the spleen has 
been enlarged for years, but the patient is in good 
general health. The benefit of such operation ac- 
crues because such cases, if untreated, often go on 
to chronic anemia; there may also be leucopenia, 
enlargement of the liver, and even jaundice and 
ascites. (2) In some cases of Banti's disease. (3) 
In children in those cases in which the splenomegaly 
is acute and progressive. There remains a doubtful 
series of cases in which the removal of the spleen 
may do good, such as some progressive forms of 
pernicious anemia, Addison’s disease, haemolytic 
jaundice, kala-azar, and primary tuberculosis of 
the spleen. Donxatp C. BaLrovr. 


MISCELLANEOUS 


Deaver, J. B.: The Pathology Underlying Ab- 
dominal Symptoms. J. Soc. V. J., 1914. xi, 
328. By Surg., Gynec. & Obst. 

One of the most noteworthy advances in medicine 
is marked by the enlargement of the group of organic 
diseases at the expense of so-called ‘functional 
disorders.’”’ This is especially true of diseases of the 
abdomen. One cause of many failures to recognize 
organic abdominal disease is the tendency to demand 
typical syndromes for diagnosis. It is important 
that particular emphasis be laid on the remarkable 
variations from type which occur in the best under- 
stood diseases. From this standpoint a survey is 
made of a recent series of 121 cases of gall-bladder 
disease, 28 of duodenal ulcer, 38 of uncomplicated 
pancreatitis, and 585 of chronic appendicitis. In 
gall-bladder disease the evidence indicates that the 
average patient received his infection in the fourth 
decade and in many instances much earlier, so that 
this must be regarded as an affection of compara- 
tively early years. In 10 per cent of the cases pain 
was never localized in the region of the gall-bladder; 
and in about the same per cent no tenderness was 
present. Jaundice was absent in four-fifths of the 
cases, and it should be emphasized that to wait for 
this symptom would be to miss the great majority 
of cases of cholecystic disease. The test meal usual- 
ly showed subacidity but possessed no diagnostic 
uniformity; the X-ray and fluoroscope were of practi- 
cally no assistance. 

Similar conditions exist in respect to duodenal 
ulcer. Classical cases may be recognized from 
history alone, but the majority do not conform to 
the classical picture. In the above series pain was 


present in the epigastrium in 21 cases; in the right 
hypochondrium in 7, it varied remarkably, however, 
in severity and character. The relation of the pain 
to eating is almost invariably constant in the early 
stages, but as the ulcer migrates, becomes calloused, 
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or excites periduodenal adhesions, the relationship 
may be much obscured. In 13 cases only did the 
pain occur at a definite period after the taking of 
food. The rarity of vomiting and particularly of 
hamatemesis is exemplified in this series. Hyper- 
acidity was present in less than half the cases. 

In chronic pancreatitis the variations from type 
and consequent difficulties of diagnosis are even 
greater than in the preceding groups. A very 
interesting group is composed of cases of upper ab- 
dominal indigestion depending upon chronic appen- 
dicitis. Of the 585 cases of chronic appendicitis, 
26 were of this group. In none of these cases were 
the symptoms those of appendicitis. In 17 cases 
the pain was in the epigastrium; in 4 over the gall- 
bladder; in 2 it was central; and in 3 in the lower 
abdomen. In 3 cases it seemed to radiate. Only 6 
cases gave a history of vomiting. Some of these 


cases simulated disease of the gall-bladder, others 
simulated duodenal ulcers. The gastric analysis 
presented no uniformity. Most of these cases were 
referred and operated upon in the belief that upper 
abdominal disease was present. 

The author concludes with a discussion of points 
helpful in the differentiation of unusual cases, but 
concludes that there are groups of symptoms which 
certainly mean surgical disease of the abdomen, but 
which do not point with certainty to the exact nature 
of the trouble. Many cases have been fortunate 
enough to secure a curative operation because of an 
incorrect diagnosis; but many others have been 
long denied the benefit of surgery, because of the 
over-zealous desire of the physician to be sure of 
his ground before consulting a surgeon. It is main- 
tained that chronic abdominal invalidism is in al- 
most all cases caused by a surgical condition. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Marcozzi, V.: Experimental and Histological Study 
of the Action of Calcium Salts in Bone Forma- 
tion (Intorno all’azione dei sali calcio nell’osteoge- 
nesi. Ricerche sperimentali ed istologiche). Giorn. 
internaz. d. sc. med., 1914, XXXVi, 241. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In 100 parts of bone-ash there were 53.31 parts of 
phosphoric acid, 37.58 of calcium, 5.47 of carbonic 
acid, 1.22 of magnesium, and 1.66 of fluorin; calcium 
and phosphoric and carbonic acids, therefore, made 
up the greater part of it. The author mixed two 
parts of calcium phosphate and one of calcium car- 
bonate and inserted them in the form of very fine 
sterilized particles under the skin, into the peri- 
toneum, on bone that had been freed of periosteum, 
into the open marrow cavity of a bone, and between 
broken or resected bones of rabbits, in order to 
determine the effect of calcium salts on the tissues. 
In the subcutaneous connective tissue and the 
peritoneum they caused a small-celled infiltration 
without producing degeneration of the tissue and 
were absorbed very slowly into the tissues. Applied 
to a bone which had had the periosteum and a thin 
shell of bone removed they caused rapid reproduc- 
tion of the bone with the formation of characteristic 

exostoses. When the calcium salts were placed as a 

filling in the marrow cavity of a bone that had had 

part of its wall removed, they were completely 
absorbed, and after 30 to 45 days were replaced by 
new-formed bone. Brought into contact with 
broken or resected bones they produced enormous 
callous formation, and a quicker union of bone. 
The author showed with stained microscopical 
specimens that there was in all the experiments an 
abundant production of cartilaginous tissue, which 
was quickly transformed into bone tissue. Small 


bits of calcium salts were seen inside the cartilage 
cells, where they had been ingested by phagocytosis 


of the latter. HERHOLD. 
Schickele: Ovaries and Growth of Bone (Ovarium 
und Knochenwachstum). Monatschr. f. Geburtsh. 

u. Gyndk., 1914, XXXiX, 722. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
The author reports two experiments on female 
dogs which show the influence of early castration on 
the growth of bone. In the first experiment there 
was only a slight difference in the length of the long 
bones in the castrated animal and in the control 
animal, and the epiphyseal lines were also the same. 
In the second experiment two female dogs, from a 
litter of three, were castrated in the seventh week, 
while the third was used as a control animal. After 
14 months the control animal was decidedly smaller 
than either of the castrated animals, but these two 
also varied in size, which may well be attributed to 
the difference in race of the parents. The epiphyseal 
lines were ossified in the control animal, and still 
noticeably present in the castrated ones. A similar 
experiment performed earlier on rabbits showed no 
effect of castration on the growth of bone. The 
genitals were always decidedly atrophied in the 

castrated animals. RUHEMANN. 


Fay, O. J.: Traumatic Parosteal Bone and Callus 
Formation. Surg., Gynec. & Obst., 1914, xix, 174. 

By Surg., Gynec. & Obst. 

Fay reports six cases of traumatic parosteal bone 
and callus formation with four histological examina- 
tions — three of primary parosteal masses and om 
of a recurrence. In these histological reports the 
presence of an old hemorrhage, the entire absence 
of any inflammatory changes, the intimate relation 
existing between the muscle and the callus mass are 
the most interesting features. Another striking 
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feature is the important réle played by cartilage in 
the formation of bone. The whole picture is that of 
a reparative process, comparable perhaps to the 
formation of callus in fractures, and not that of an 
inflammatory process, an ossifying myositis. For 
this reason the author advocates the use of the term 
parosteal callus instead of the misleading appellation 
ossifying myositis. While the present status of the 
knowledge of the growth of bone does not permit of 
an absolute statement as regards the origin of the 
callus mass, there seems to be much evidence to 
support the metaplastic theory; a changed relation- 
ship to the nerves, a changed nutrition, and a 
temporary lack of functional activity result in a 
transitory loss of the specific function of the cells of 
the intramuscular connective tissue, and cartilage 
and bone are formed. 

The history of trauma and the clinical picture 
may suggest that the mass palpated is a parosteal 
callus, but the chief aid in diagnosis is the X-ray — 
the outlines of the bone shaft are clean-cut and the 
shadow of the parosteal mass is separated from it 
by a zone of light. The time for operation is deter- 
mined by the “‘ripening”’ of the callus mass as shown 
by the correspondence of the clinical and the X-ray 
pictures, and by the clear outlines in the latter. An 
early operation necessitates a considerable sacrifice 
of tissue, but if operation is postponed until the cells 
have regained their normal function, a conservative 
operation may be performed. 


Lett, H.: Tuberculous Disease of Bone. Clin. J., 
1914, Xlili, 497. By Surg., Gynec. & Obst. 

The author gives a statistical and didactic ac- 
count of bone tuberculosis. The interesting points 
in the discussion are summarized as follows: 

1. In a series of tubercular bone cases, 61 per 
cent were found to have pure cultures of the bovine 
bacillus. 

2. The site of invasion is, in the great majority 
of cases, in the end of the diaphysis just below the 
epiphyseal line, but it may occur anywhere in the 
shaft, or in the epiphysis, or even in the periosteum. 

3. True sequestra are frequent. 

4. Diffuse or localized tubercular osteomyelitis 
of the shafts of the long bones occurs with some 
frequency. Radical removal of tuberculous foci, 
either by curetting or by subperiosteal resection, 
is advocated in some cases. F. C. KipNer. 


Da Costa, J. C.: The Causal Relation of Trau- 
matism to Tuberculosis. Ani. Surg., Phila., 1914, 
lix, 909. By Surg., Gynec. & Obst. 

The author, after an exposition of some of the 
confusion and bewilderment so often presented in 
the courts during the trials of damage suits, seeks 
to answer the question, “Is an injury ever a de- 
termining cause of a tuberculous lesion?” 

The period of greatest liability of joint and bone 
tuberculosis is during the first five years of life, but 
is rare during the first year. “More than half occur 
before the twentieth year, but cases in the middle- 
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aged are not rarities, and even seniles are not 

immune. Demonstrable tuberculosis of the lung 
is rare in cases of bone and joint tuberculosis; where 
the lesion is supposedly primary active pulmonary 
tuberculosis seldom develops. 

Statistics show that a large per cent of all cases 
are directly determined by injury. The sequence 
is not of necessity a consequence. <A definite 
tendency must be shown. Many cases arise without 
record or sign of antecedent injury or joint disease. 

One school of surgical thought holds that bone 
and joint tuberculosis is never primary, always 
secondary. The other, that while in most instances 
the disease is secondary, in some it is certainly 
primary, and in some cases injury is the direct 
determining cause of the disease. In such cases 
tubercle bacilli, but not tubercles, were in the part 
at the time of the accident or were carried there 
soon after it in the body fluids, coming from some 
distant and probably unrecognizable area of disease 
or having entered into the lymph and blood directly 
after ingestion, inhaling, or inoculation. 

Vital resistance may be lowered generally or 
locally. In a slight injury trivial, transitory hyper- 
wmia follows. Stasis occurs after more severe 
injuries. If blood contains bacteria, more will be 
brought to the part during hyperaemia, and many of 
them will pass into the perivascular tissues through 
ruptured vessels. 

Bacteria passing into damaged tissues tend to 
remain, and thus become true menaces. During 
their prolonged stay — invited by traumatism 
they batter down cellular resistance by means of 
bacterial poisons. 

Tubercle bacilli act in the same way; they may 
enter the blood in many ways without producing 
disease at the port of entry. Latent lesions, tending 
to cure, may be made active by some other disease 
or injury or may from time to time give bacteria to 
the system. They may pass through the body with- 
out producing any microscopical lesion. They can 
live in the blood, the waxy or fatty material of the 
bacillus resisting phagocytic and digestive action. 
They have an affinity for special parts and tend 
to settle into them. An injury tends strongly to 
localize them; especially is this true of injury to 
certain bones. Slight injuries predispose more 
decidedly than severe ones. The hyperamia is too 
limited to admit of the prompt arrival and accu- 
mulation of phagocytes and alexines which does 
occur after a more severe injury. 

Quoting Bosanquet, Da Costa says: “In a case 
of tubercular arthritis, if the reality of the accident 
is proved, if from the time of the accident there 
continued to be some pain and stiffness in the part, 
and if the symptoms suggestive of tuberculosis arise 
at a period not over three months from the accident, 
we are justified in regarding the trauma as having 
been causal.”’ 

Traumatism is often a determining cause of bone 
and articular tuberculosis in other regions. This 
view is held by numbers of able and eminent 
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clinicians and should be recognized by all courts 
of law. 

To deny the possibility of traumatic tuberculosis 
is to deny many of the truths of pathology and 
some of the plainest lessons of clinical surgery. 

A. C. BACHMEYER. 


Williams, G.: Localization of Osteomyelitis, Espe- 
cially in Adults. Brit. J. Surg., 1914, ii, 97. 
By Surg., Gynec. & Obst. 

The author reports five very interesting cases of 
osteomyelitis, four of which are adults. In three 
of the cases there was a recognizable primary 
source of infection. He draws the following con- 
clusions: 

These cases bear out the general idea that infec- 
tion of bone is primarily one of the marrow; and, 
therefore, the medullary canal should be explored 
in all cases in which X-rays do not give evidence to 
the contrary. 

In adults the localization of the infection is in the 
middle of the length of the shaft rather than at 
either end. 

In adults the infective osteomyelitis may be so 
subacute in character as to suggest a sarcoma rather 
than an infection in its clinical features. 

Gro. I. BAUMAN. 


Barrie, G.: Hzmorrhagic Osteomyelitis. Svrg., 
Gynec. & Obsl., 1914, xix, 42. 
By Surg., Gynec. & Obst. 

Further investigation and study confirm Barrie’s 
earlier view that the generic term, haemorrhagic 
osteomyelitis, conveys more exactly and precisely 
the clinical, macroscopic, and microscopic findings 
of those solitary intraosseous lesions in the long 
bones that have heretofore been diagnosed as 
medullary giant-cell sarcoma, myelogenous giant- 
cell sarcoma, myeloma, medullary giant-cell tumor, 
localized osteitis fibrosa, benign bone cyst, trau- 
matic solitary bone cyst, etc. 

He insists that the so-called medullary giant-cell 
sarcoma, occurring as a solitary lesion in the long 
bones, is in fact a localized regenerative inflamma- 
tory process, without any evidence of malignancy. 
The giant-cells present are foreign body giant-cells 
that perform the part of scavengers; they are not 
tissue builders. Going hand in hand with bone 
destruction from nutritional inhibition and pressure 
necrosis are seen efforts at repair in the formation of 
replacement hemorrhagic granulation tissue. 

The author formulates a simple classification, 
recognizing two distinct forms the chronic lesion 
assumes: 

Type A. Chronic hemorrhagic osteomyelitis. 

Type B. Chronic fibrocystic osteomyelitis. 

To type A belong the lesions that retain through- 
out their cycle the hemorrhagic granulation tissue 
picture, giving practically no evidence of meta- 
plastic change. To this group belong the so-called 
medullary giant-cell sarcoma, myelogenous giant- 


INTERNATIONAL ABSTRACT OF SURGERY 


cell sarcoma, myeloma, and medullary giant-cell 
tumor. 

Type B is a secondary stage of the hemorrhagic 
form. Here metaplasia has occurred; the granula- 
tion tissue has been converted into replacement or 
proliferative fibrous structure. With active meta- 
plastic reaction there is retraction and cyst forma- 
tion. 

To this group belong the so-called benign bone 
cyst, traumatic solitary bone cyst, and localized 
osteitis fibrosa. 

All of these lesions give a history of initial trauma; 
they are localized, and, so far as we know at present, 
are non-infective, and are non-suppurative. 


Smith, J. F.: Ostitis Fibrosa Cystica. Wis. J/., 
Nill, Qt. By Surg., Gynec. & Obst. 
The author cites various reports in the literature 
of bone cysts and benign tumors of bone, and also 
reports an interesting case of a woman, aged twenty 
years, who sought medical advice on account of an 
enlargement of the left side of the lower jaw of 
many years’ duration. Two years previous she had 
had a premolar tooth drawn, the dentist evidently 
considering the trouble to be an alveolar abscess of 
dental origin. Inasmuch as the swelling persisted. 
the dentist attempted to remove some _ necrotic 
bone, supposed to be at the bottom of the fistula. 
which persisted after the tooth was drawn. This 
attempt was unsuccessful. When examined by the 
author the patient had a marked deformity of the 
face, due to the bulging of the left side of the lower 
jaw. Inside of the mouth a mass could be seen 
which involved the left side of the lower jaw, ex 
panding the jaw both inward and outward. Thi 
mass was firm and smooth on palpation, no crackling 
or fluctuation being obtained. X-ray showed « 
large mass consisting of a central soft area surround 
ed by a thin shell of compact bone at the bottom o! 
which a fully developed tooth could be seen. 

Some of the tissue removed by operation was 
submitted for examination and was found to li 
mucoid connective tissue. Apparently there was 
inflammation, but there was no evidence of tumor 
formation; hence, the diagnosis was made of bon 
cyst of inflammatory origin. C. M. Jacoss. 


Berry, J.: Clinical Notes on Malignant Tumors of 
Long Bones. Clin. J., 1914, xliii, 465. 
By Surg., Gynec. & Obst. 
Discussion of sarcoma of bone takes up a larg: 
part of the article, which is splendidly illustrated 
with photographic reproductions of the bone and 
tumor. Attention is called to the fact that pain 
may be very slight. Other conditions simulating 
tumors are cited, for example, the chronic forms o! 
osteomyelitis with bone production in the periostea! 
region of the shaft. A mistaken diagnosis leading 
to amputation for this latter condition has come 
under the author’s notice. 
Sarcoma of the ends of the long bones leading '» 
joint inflammation and simulating primary joint <is- 
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ease is not uncommon; with it, however, even after 
swelling of the joint and great pain, movement 
although restricted is not painful. Old ununited 
fracture with false joint and tumor-like formations 
of fibrous tissue may also be taken for tumors. 

ALEX. R. CoLvin. 


Llewellyn, R. L. J., and Jones, A. B.: Osteo- 
Arthritis of the Hip; Diagnosis in Its Early 
or Pre-Osteophytic Stages. Lancet, Lond., tor4, 
cIxXxxvii, 365. By Surg., Gynec. & Obst. 

A strong plea is made for early diagnosis, which 
it is stated can be made long before the formation 
of osteophytes. Among the subjective symptoms 
are pain, local and referred, tenderness, and occa- 
sional associated lumbar pains. Painful stiffness 
in the joint first attracts attention. Pain in the early 
stage is attributed to incarceration of enlarged villi. 
It is therefore inconstant and may be located ante- 
riorly or posteriorly, near the joint or about the great 
trochanter. 

Local tenderness due to sensitiveness of the cap- 
sule is very important in the differentiation from 
the sciatica, etc., and may be elicited by deep pres- 
sure in the groin or behind the trochanter. 

Referred pains, often present for years or decades 
before bone changes are disclosed by X-ray, are 
frequently mistaken for sciatic or rheumatic condi- 
tions. These pains may be referred along the dis- 
tribution of the sciatic, the anterior crural, the ob- 
turator, or the external cutaneous nerves. Simul- 
taneous pain along the anterior crural or obturator 
as well as along the sciatic is considered very dis- 
tinctive. 

Climatic conditions and barometric changes have 
little influence. The pain is dependent upon 
mechanical or static causes, and this opinion is 
strengthened by the fact that pain disappears 
when ankylosis is complete. The associated lumbar 
pains are differentiated from the sciatica and 
lumbago by the insidious onset and subacute char- 
acter. 

Among objective symptoms may be mentioned: 
(1) Initial temporary limp due to occasional pinching 
of villi; (2) change in attitude; (3) limitation of mo- 
tion, the result of muscle spasm secondary to joint 
irritation. 

The above are symptoms of what may be called 
the primary, or pre-osteophytic, stage with clinical 
manifestations corresponding to those of a villous 
arthritis. 

Treatment in this early stage should be directed 
to the correction of abnormal strain arising from 
flat-foot, excessive weight, etc., combined with 
temporary fixation, active and passive motion, and 
hyperemia. F. J. GAENSLEN, 


Brackett, E. G.: Arthritis Associated with Lesions 
of the Genito-Urinary Tract. Bosion M.&S.J., 
1914, clxxi, 63. By Surg., Gynec. & Obst. 

In the increasing attention which is being given to 
the etiology of the arthritides, special consideration 


GENERAL SURGERY — SURGERY OF THE 


EXTREMITIES 


O19 


is being taken of the portals of entry of infection and 
the special joint manifestations associated with 
various sources of toxemia. It cannot be said that 
infections from given sources will always give char- 
acteristic joint symptoms, but there are some symp- 
toms which will give a definite clue to the direction 
of the search. 

The sources of infection may be conveniently 
divided into three groups: (1) bacteria or bacterial 
toxins; (2) chemical toxins — gastro-intestinal; 
(3) chemical irritants — uric and oxalic acids. 

In the first group there is no source more prom- 
inent than the genito-urinary tract. The organism 
is either the gonococcus or the colon bacillus. 
Arthritis from gonococcus infection may be either 
acute or chronic. In the acute type, marked by 
sudden onset of pain, tenderness and swelling, usual- 
ly non-articular, the organisms are sometimes found 
in the joint cavities, which seems to indicate that 
the inflammatory process is a bacterial one. Path- 
ologically, the joint shows a greatly increased 
vascularity of the synovial membrane, capsular 
thickening, and finally destruction of the cartilage, 
obliteration of the joint cavity, and fibrous or in- 
complete bony ankylosis. In the chronic type the 
organisms are not found in the joint, the symptoms 
and pathologic changes, therefore, being due to the 
toxins and the process being a disturbance of nutri- 
tion rather than an inflammation. ‘There is a 
history of repeated attacks with mild but persistent 
symptoms, polyarticular distribution. The 
pathology is not so extensive as in the acute form, 
and ankylosis from destruction is rare. 

Arthritis from the colon bacillus is polyarticular 
and most frequent in the spine but has no pathogno- 
monic characteristics. 

Methods of treatment have changed from symp- 
tomatic to etiological in the course of the acceptance 
of the primary focus idea. In the acute cases early 
opening of the joint cavity and hot lavage, followed 
by complete closure, is good surgery. For the later 
cases with adhesions oil inflation is indicated. This 
should be done by open operation in order to dispose 
of adhesions already present. W. A. CLARK, 


Hastings, T. W.: Complement-Fixation Tests in 
Chronic Infective Deforming Arthritis and 
Arthritis Deformans. J. Exp. Med., 1914, xx, 
52. By Surg., Gynec. & Obst. 

The author reports 17 cases of arthritis deformans 
which were positive to tests for streptococcus viri- 
dans antigen, thus proving their infectious nature. 

These cases constituted 39 per cent of the total 

number tested. A group of 26 control cases, not 

arthritis, were consistently negative to complement- 
fixation tests for streptococus viridans. Thirty- 
five strains of streptococcus viridans obtained from 
tonsils, teeth, prostate, and blood were used as 
antigens. The experiments are reported in detail. 

Cultures of streptococcus and staphylococcus, from 

the tonsils, endometrium, and sputum gave no re- 

action with the patient’s blood. 


«| 
| 


620 


The conclusions are that streptococcus viridans 
excites the production of a complement-fixing sub- 
stance in cases of arthritis deformans, and therefore 
it is the probable causative agent of the disease. 
Serum from one case may react positively to two 
organisms, as streptococcus viridans and gonococcus. 
In this case streptococcus viridans should be con- 
sidered the causative agent since gonococcus in- 
fection is frequently latent in the genito-urinary 
tract and only rarely produces the clinical signs of 
arthritis deformans. W. A. CrarK. 


Wolverton, W. C.: Acute Rheumatic Arthritis in 
Children. Merck’s Arch., 1914, xvi, 205. 

By Surg., Gynec. & Obst. 

The writer emphasizes the necessity of being 

ever on the alert for the “‘mild” cases of. acute 

rheumatic polyarthritis, as it is these cases, so easily 

overlooked, and consequently untreated. that result 

so disastrously as regards the heart. Vaccine treat- 
ment is being used with most satisfactory results. 
A. J. Davinson. 


Finch, E.: Internal Derangement of the Knee- 
Joint. Univ. M. Rec., 1914, vi, 111. 
By Surg., Gynec. & Obst. 


Finch gives a clear and concise description of the 
anatomy of the knee-joint, which he rightly thinks 
very necessary to the diagnosis of injuries to it. 
Sprains are due to wrenching and twisting. They 
cause great pain followed by effusion into the joint, 
and are best treated by absolute rest and compres- 
sion bandages renewed daily. No splint should be 
used; active motion should be instituted at once, 
passive later. 

Lacerated and ruptured lateral ligaments are 
severe injuries, causing the patient to fall to the 
ground. Immediate effusion means hemorrhage. 
The treatment is the same as in sprains but is con- 
tinued for a longer period; splints to prevent lateral 
motion are a help. Semilunar cartilage injury is 
nearly always to the internal and is done by lateral 
force with the leg partly flexed; the anterior end is 
crushed or torn loose, possibly displaced toward the 
center of the joint. The leg cannot be fully extended. 
Moving the leg back and forth often reduces the 
dislocation. When it becomes chronic, operation for 
removal is necessary. Convalescence is not lengthy. 
The author thinks if the acute cases were properly 
treated at rest for three weeks there would be fewer 
chronic ones. He does not believe in retentive 
apparatus or drainage after operation. In his cases 
the average time of returning to work was seven 
weeks. Loose bodies when free in the joint should 
be located under local anesthesia, or at least located 
and fixed by local anesthesia, before a general 
anesthesia is given for removal, since the patient, 
if conscious, can aid greatly in determining the 
body’s position. Rupture of the crucial ligaments 
follows violent accidents only and is diagnosed by 
the mobility of the joint. Rest and the use of a 
retentive apparatus for a long time give a fair result, 
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but some permanent disability is pretty certain to 
result. No movement should be allowed before two 
months. 

Other derangements are: separation of the tibial 
tubercle; infrapatellar pads of fat, which, when 
caught between joint surfaces, should be excised; 
trigger-knee, in which a loud snapping is caused 
by a pedunculated foreign body which should be re- 
moved; surrounding tendons which get caught and 
slip over extoses; and finally, rarely, dislocation of 
the patella, the treatment of which is operative. 

C. A. STONE. 


Gruber, G. B.: Further Study of the Pathological 
Anatomy of Circumscribed Ossification of 
Muscle; with Remarks on Myositis Ossificans 
(Weitere Beitriige zur pathologischen anatomie der 
umschriebenen Muskelverknécherung, nebst Be- 
merkungen zur Myositis ossificans iiberhaupt). 
Mitt. a. d. Grenzgeb. d. Med. u. Chir., t914, xxvii, 
762. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author adds to the 7 cases of circumscribed 
ossfication of muscle, previously described by him, 
12 more; 6 of which were caused by trauma, 2 ac- 
companied tabetic joint diseases, and 4 specimens 
showed large unilocular exostoses. From his his- 
tological examinations, which always showed injury 
encroaching upon the muscle-fibers with interstitial 
inflammation and formation of granulation tissue, 
from which anaplastic or metaplastic bone or carti 
lage was formed, Gruber concludes that ossification 
of the muscles is the result of an inflammatory 
process in the region of the muscle. Neither does 
he admit the periosteal origin of the large exostoses 
in his four specimens, which apparently proceed 
from the bone, but he thinks the muscle takes an 
active part in their formation, either alone, in the 
case of movable pieces of bone, or in conjunction 
with the irritated periosteum at its insertion into the 
bone. 

He assumes the same mode of origin for the 
multiple progressive forms of myositis ossificans, 
as the histological findings are the same. He con 
siders the progressive form a ‘metaplastic re 
organization process,” probably congenital or «a 
quired defective organization, or a functional dis 
turbance of the central nervous system. He ex 
plains the presence of muscle adhesions in all the 
cases as being analogous to other well-known proc 
esses of calcification; wherever young, vascular con 
nective tissue comes in contact with calcium, bon 
is formed. 

The first requirement is always present, as ther 
is granulation tissue at the injured place in the 
muscle. The presence of calcium can be demon 
strated in some cases by the sulphuric acid reaction; 
in others, with a high acid content of the muscle, it 
may be assumed. In other cases where no local 
collection of calcium can be demonstrated the cal! 
cium content of the blood and lymph is available, 
which is increased by the fact that there is increased 
destruction of bone, either from general nervous 
disease, as syringomyelia or tabes, or from the tact 
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that trauma has caused acute bone atrophy. The 
same explanation may hold in the progressive form, 
as it is generally formed in neuropathic or deformed 
subjects. The question of the disposition to ossifi- 
cation of bone is transformed into the question of 
the calcium salts available for reaction with the 
granulating connective tissue. He suggests the 
name ‘‘myopathia chronica osteoplastica”’ instead of 
myositis. SIEVERS. 


MacDonald, T. L.: Contractured Psoas Parvus 
Tendons; Their Significance and Clinical 
Relationship to Lesions of the Right Iliac 
Region. Surg., Gynec. & Obst., 1914, xix, 215. 

By Surg., Gynec. & Obst. 

The author cites clinical cases to show the symp- 
tomatic resemblance to subacute and_ chronic 
appendicitis, and calls attention to the readiness 
with which the contractured tendon may appear 
to perpetuate post-operative distress in the right 
iliac region. He comments upon the unsuspecting 
attitude held concerning its existence and summa- 
rizes as follows: 

1. The pre-operative flexion of the right thigh is 
so frequently a symptom of inflammation of the 
vermiform appendix that it seems to confirm this 
diagnosis. 

2. In the case of moderate contracture complete 
thigh extension may be possible but painful. Re- 
striction is definite. 

3. In the suppurative cases of appendicitis the 
contractured tendon may readily be overlooked, 
because of the importance of terminating the opera- 
tion at the earliest moment; of indulging in the 
least possible intra-abdominal manipulation; and 
because bowel and omental adhesions supervene. 

4. It may not be significant, but in each case the 
psoas parvus tendon on the other side was examined 
and found normal, except in Case 2. 

5. The cardboard-like edge of the shortened 
tendon is capable of damming — to a most trouble- 
some degree —the cecal current by forming a 
saddle-bag caecum, as the gut rests upon it; the 
relief of constipation, after tenotomy, being quite 
noteworthy, even while the patient is lying in bed. 

6. At present the stripping up of the peritoneum 
from the outer edge of the abdominal wound, as 
though to expose the ureter, seems a satisfactory 
and feasible method of exposing the tendon for 
tenotomy, when the abdomen is opened through the 
oblique incision. 

7. Prompt relief of the symptoms may be ex- 
pected after complete tenotomy. 

8. In the post-operative cases the leaning atti- 
tude of the patient may well suggest adhesions. 

9. The persistence of thigh flexion under anas- 
thesia is characteristic. 

10. All of these patients were inclined to be 
neurotic, 

11. It now seems somewhat strange that in a 
hospital service of eighteen or more years similar 
cases have not been encountered before, which sug- 
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gests that it would be wise to examine for, and ex- 
clude, this lesion when operating in the lower abdo- 
men. 

12. The unsuspecting attitude of both medical 
attendants and surgeon is emphasized by the fact 
that the only instance in this short series wherein the 
contracture was even suggested before operation 
was in the last one seen. 


FRACTURES AND DISLOCATIONS 


Sherman, H. M., and Tait, D.: 
Joints; Fractures into Joints. 
Obst., 1914, xix, 131. 


Fractures near 
Surg., Gynec. & 
By Surg., Gynec. & Obst. 

The author points out that a fracture near a 
joint develops mechanical conditions, due to the 
short fragment and mobile joint, and that the 
restoration of the normal anatomy and physiology 
is thus made more difficult. Special attention is 
drawn to the fact that different surgeons have sug- 
gested certain positions in different fractures which 
restore most satisfactorily and maintain most accu- 
rately the alignment of the fragments, and that then 
function returns as a matter of course. These posi- 
tions in all of these different joints have been found 
to be at the limit of normal motion and in the direc- 
tion in which motion is most difficult and slow to 
regain after the older methods of dressing. 

The fractures specialized are those at the upper 
end of the humerus, in which the position of choice 
is that of abduction, to make the major fragment 
follow the minor; at the lower end of the humerus, 
in which the position of choice is that of complete 
flexion; at the hip, in which the position of choice 
for non-impacted fractures is that of abduction; at 
the ankle, in which the position of choice is that of 
supination, with the foot at right angles to the leg 
on an anteroposterior plane. These are now adopted 
methods of treatment, and in all of them a position 
has been selected which is the last one to become 
possible after treatment by older plans; and in 
each of them it is pointed out that where the minor 
fragment is more firmly fixed by joint structures and 
other tissues to the segment of the limb beyond the 
joint than it is to the major fragment, it is mechan- 
ically and for purposes of therapy a part of the seg- 
ment beyond the joint, and to control this minor 
fragment some position of the segment of the limb 
or of the whole limb must be found. ‘The writer 
accepts this as a law for all juxta-articular fractures, 
and argues that what is true of one such fracture 
must be true of all when similar mechanical condi- 
tions are present, and that for fractures other than 
those instanced similar methods of treatment may 
be found. Certain of the juxta-articular fractures 
are associated with an intra-articular fracture, and 
for these also a positional method of treatment may 
be found. 

The second part of the paper cites experimental 
work, to answer the question as to whether internal 
fixation methods can be used inside a joint as they 
are used outside, and whether screws and plates 
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can be tolerated inside a joint, and if it would be 
right therefore to put them there, even on the bear- 
ing surface of the joint. Dogs and cats were used 
for this work, and screws of steel, of plated steel, 
of brass, and, in some instances, small plates of 
annealed clock-spring, were put inside the knee- 
joint; sometimes along the side of the bone, but, 
usually directly on the bearing area of the articu- 
lar surface of the femur. 

The conclusions arrived at were that the trans- 
articular method is the only practical method which 
gives perfect access to certain joint fractures, and 
permits accurate reposition of the fragments; that 
it is a perfectly innocuous method; that there is a 
decided mechanical advantage in using intra-articu- 
lar screws or plates to insure accurate maintenance 
of fragments; that these seem to be per se innocuous; 
that they excite no reaction different from that 
caused in any other connective tissue; that when pro- 
perly countersunk, they are rapidly excluded from 
the joint-cavity by a layer of newly-formed fibrous 
tissue which grows up from the marrow spaces, and 
that under aseptic conditions they remain firmly 
imbedded; that they cause very little more reaction 
than the autoplastic bone-peg; that even if not 
entirely countersunk, they may still be practical 
and innocuous, because the projecting portion cuts 
for itself a path in the cartilage of the opposite bone 
and that when this has been accomplished, normal 
function returns. This transarticular route is sug- 
gested as the method of choice in fractures traversing 
joint surfaces, or in displaced epiphyses, when 
anatomical apposition of the fragments cannot be 
maintained except by the use of some internal 
fixation apparatus. 


Hitzrot, J. M.: Fractures of the Upper End of the 
Humerus. N.Y. MM. J., 1914. c, 265. 
By Surg., Gynec. & Obst. 

The writer analyzes 393 cases of fracture of the 
upper end of the humerus observed during the 
past ten years. Of these, 268 were through the 
surgical neck, tor through the tuberosities, 4 
through the anatomical neck associated with dislo- 
cation of the head, 2 through the surgical neck with 
dislocation, and 11 were fractures of the greater 
tuberosity; some of the latter were also associated 
with dislocation. Only 7 were observed in children, 
of which 3 were epiphyseal separations and 4 frac- 
tures of the surgical neck. 

The mechanism of the various forms of fracture, 
the variety of displacement and the influence of the 
musculature are next discussed, also symptoms and 
diagnosis. 

As to treatment, in the vast majority of cases 
abduction and external rotation of the lower frag- 
ment will suffice. When there is overriding some 
form of traction is advised as a preliminary. In 
children and robust adults an anesthetic is advis- 
able; while in older patients anwsthesia should be 
avoided when possible. When there is little or no 
displacement, fixation after reduction is accom- 
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plished by bandaging the arm to the side with or 
without a pad in the axilla. In others where greater 
external rotation and abduction are necessary, molded 
plaster splints are more suitable. 

Open operation was resorted to in only 3 per cent, 
the indications being as follows: 

1. Fractures with dislocation of the head. The 
head may be removed or, when possible, replaced and 
fastened to the shaft by a screw or nail. 

2. Epiphyseal separations, unless absolutely 
accurate replacement is otherwise obtainable. 

3. All fractures in which the reduction is imper- 
fect and in which a bad result seems likely. 

Local anesthesia supplemented by gas and oxygen 
during the short period of painful manipulation was 
sufficient in most cases. Except in long oblique 
fractures no internal fixation is necessary, retention 
being easily maintained by abduction and external 
rotation and pressure upward to compel engagement 
of the fragments. The use of metal splints, internal 
or external, or of intramedullary splints is considered 
an absurdity. In the long oblique or spiral forms 
absorbable sutures passed through drill holes insure 
sufficient fixation. 

A good result cannot be claimed unless there is 
abduction of go° external rotation permitting the 
hand to be placed on the seventh cervical spine, and 
internal rotation permitting contact of the back of 
the hand with the mid-lumbar region. 

In the after-treatment the author lays stress on 
the early use of baking, massage, and active and 
passive motion, and expresses the belief that many 
poor results are due to lack of attention to these de- 
tails. KF, J. GAENSLEN. 


Freiberg, A. H.: Infraction of the Second Metatar- 
sal Bone. Surg., Gynec. & Obst., 1914, xix, 191. 
By Surg., Gynec. & Obst. 

Six cases are reported in which the patients 
presented themselves because of pain at the meta- 
tarsophalangeal joint of the second toe. In these 
cases the X-ray examination showed that there had 
been an infraction of the distal end of the second 
metatarsal bone. In three of the cases there were 
loose bodies in the joint, and in two of these they 
had to be removed in order to give relief. No case 
was seen less than four weeks after the injury and 
in two cases there was no recollection of the injury. 
The trauma was always a slight one, occurring while 
playing tennis in three of the cases and caused 
merely by a false step. 

These cases have probably often failed of re« 
ognition because of the similarity of the symptoms 
to those of the so-called “anterior flat-foot.” Aside 
from the réntgenogram, the diagnostic features 
are: the traumatic origin, thickening and marked 
tenderness of the second metatarsophalangeal joint, 
and grating on passive movement if loose bodies 
are present. 

The treatment is purely mechanical save when 
loose bodies indicate arthrotomy for their removal. 
either because of their size or number. In one case 
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permanent relief without operation resulted, even 
though a loose body 2.0 mm. in diameter was 
present. 

Not a little interest attaches to the mechanism 
which this injury to the foot causes. Under normal 
circumstances the second metatarsal bone is slightly 
longer than the first. In the presence of a diminished 
power of toe flexion, and especially of the great toe, 
it is apparent that forcible impact to the ball of 
the foot against the ground not sufliciently guarded 
by the flexor power of the toes will cause the distal 
end of the second metatarsal to bear the brunt of 
the blow. 

The author thinks that in this may be found the 
explanation of the mechanism of this injury. 


Davies, W. T. F.: Treatment of Fractures.  S. 
African M. Rec., 1914, xii, 283. 
By Surg., Gynec. & Obst. 


In a general way, Davies reviews his experience 
in the treatment of fractures. 

He discusses the results of early-day treatment 
of fractures, showing that perfect cures were never 
to be expected, that it was then almost impossible 
to get proper relationship between the articular 
surfaces of a joint. 

He emphasizes the importance of perfect reduc- 
tion, without which the successful treatment of 
fractures cannot be attained, and also states that 
great difficulty is to be encountered in securing 
perfect coaptation. 

One of the principal sources of the revelation of 
the faults in the treatment of fractures has been 
the X-ray. Even after apparent successful reduc- 
tion and the part looks perfect, the X-ray may 
show that there is no reduction whatever. 

For the sake of the patient and the protection of 
the surgeon the author advocates the use of the 
X-ray, together with postero-anterior and lateral 
view photographs. 

The great difficulty in getting reduction is due 
to the slight bowing of the muscles and tendons 
caused by the inflammatory exudation. The 
muscles in the normal state being stretched in 
straight lines along the bone axis, any undue pulling 
in trying to get relaxation only results in tearing. 

This condition is not to be found in a compound 
fracture or in a recent fracture when cut down 
upon; both conditions may be reduced with com- 
parative ease. 

In nearly all cases general anwsthesia should be 
employed, that the surgeon may do his work 
thoroughly and without haste. 

Perfect coaptation, the bone lines being placed 
exactly together with no rotation of one fragment 
on the other, must be secured. 

In a compound fracture with sepsis, Davies ad- 
vocates the opening of the wound, cleansing with 
some antiseptic, and the placing of a wire tightly 
_— the fragments—no plates or screws being 
used. 
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Ina compound comminuted fracture all fragments, 
if possible, should be saved and _ fitted together, 
the parts being held together with wire. Free 
drainage is necessary. An iodoform gauze drain 
saturated with pure glycerine may be used, the 
gauze being passed through a tube; or the gauze 
may be used as a packing. The glycerine has the 
effect of bringing about early asepsis. 

In oblique fractures, Pott’s and Colle’s fractures, 
fractures of the patella and olecranon, T-shaped 
fractures of the knee and elbow, reduction is often 
impossible without operation; and in keeping the 
fragments in place, plates, screws, and wire should 
be used. 

There should be no fear of operating on these 
cases. If properly done, results will be successful, 
but if operative procedure is not attempted in 
cases where reduction cannot be accomplished in 
any other way, deformity is sure to result. 

Joun H. Suaw. 


Woolsey, G.: Conservatism in the Operative 
Treatment of Simple Fractures. V. JV. S/. J. 
Med., 1914, Xiv, 400. By Surg., Gynec. & Obst. 


The use of any old or new operative method of 
treatment which best meets the indications, when 
operative treatment is decided to be necessary or 
advisable and safe, is the author’s idea of conserva- 
tism in operative treatment of simple fractures. 

He recognizes that good function is much more 
important than the position of the fragments, and 
that it may be obtained when the position is by no 
means perfect, and that it may not be present when 
the position is nearly perfect, although it is most 
likely to be. 

The first essential to conservatism in the operative 
treatment of fractures is a careful clinical diagnosis 
verified or corrected by anteroposterior and lateral 
X-ray views, whenever it is possible. If the frag- 
ments are not in good position, reduction must be 
attempted and the result shown by another X-ray. 
This attempt at reduction must be made early 
during the first four or five days if possible. 

The operative treatment of fractures is under- 
taken to better fulfill two fundamental requirements 
of fractures,— reduction and retention. 

Reduction is the most important feature and is 
common to all methods of open treatment. If there 
is overriding it should be overcome by traction, etc. 

For the retention of bone fragments there is now 
a large armamentarium for the operative treatment 
of fractures by plates and similar methods. 

The chief objections to the use of metal-plates are 
(1) that it changes a simple into a compound fracture 
for the time being, as do almost all operative methods 
of treatment; (2) that it leaves a foreign body in the 
tissues. Metal-plates are better formed with less 
danger of causing trouble when applied to bones 
like the femur, which are well covered by muscles, 
rather than to bones covered only by skin, like the 
tibia. Other objections to metal-plates are that they 
cause osteoporosity of the bone and delay in callous 
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formation and ossification; hence, delayed or non- 
union has not infrequently resulted. 

These objections and that of leaving a foreign 
body in the tissues are met by the use of bone- 
plates, usually taken from the crest of the tibia. In 
fractures of the tibia a V-shaped groove is cut on the 
inner surface with a Hartley saw. Into this a bone- 
plate, four inches long, triangular on sections cut 
from the crest, cut from the same or opposite tibia, 
is fastened by chromic gut passed through drill holes 
above and below the fracture. This seems to stimu- 
late rather than retard repair, hence is useful in 
delayed union. It is not so often suitable for the 
femur. 

The author has had no experience with the intra- 
medullary dowel of bone. In some cases he believes 
that a nail or a screw meets the indications more 
simply and more effectively than a plate or anything 
else. C. M. Jxcoss. 


Corner, E. M.: Some Practical Notes on Dislo- 
cations of the Hip. Practitioner, Lond., 1914, 
xciii, 184. By Surg., Gynec. & Obst. 

Corner bases his observations on the cases of 
dislocation of the hip which have come to St. 

Thomas’ Hospital, London, since 1890. He con- 

siders the usual textbook classification as too elab- 

orate, dividing the cases into two varieties, either 
posterior or anterior to a line drawn through the 
center of the acetabulum and anterior inferior spine. 

He bases his diagnosis on the position of the limb, 

the position of the great trochanter, position of the 

head of the femur, and the skiagraph. The relative 
frequency of posterior to anterior dislocations is 
about 7 to 1. The necessary causative factor is 
violence to a body supported by an abducted leg. 

It is much more frequent in males than in females 

and occurs most frequently during the second 

decade. He details the manipulations necessary to 
obtain reduction in the two varieties. 
H. W. Wrtcox. 


Greig, D. M.: Recurrent Luxation of the Patella. 
Edinb. M. J., 1914, xiii, 46. 
By Surg., Gynec. & Obst. 

True traumatic dislocations of the patella are 
uncommon and, when they do occur, are of minor 
importance to other coincident injuries. 

The author has considered conditions character- 
ized by outward, displacement of one or both patell 
and their etiology. 

The patella being a sesamoid bone and developed 
within the tendon of the quadriceps extensor 
crurens, is modified to articulate with the trochlear 
surface of the condyles of the femur. The outer 
condyle is prolonged further upward and is flatter, 
ol of which facilitates outward displacement; but 
in complete flexion the inner condyle projects 
further downward. The patella is held in place by 
the capsule and tension of the quadriceps, but in 
effusion, the tension being increased, displacement 
rarely occurs. 
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Abnormal or irregular conformation of a knee- 
joint, with lax ligaments — which is considered a 
neglible factor —admits of a greater range of motion, 
hence greater liability to displacement; and varia- 
tions in the axis of the femur or of the constituent 
muscles of the quadriceps extensor renders the 
patella more liable to be misplaced. Young adults 
are more subject to displacements and they often 
follow some exanthematous diseases, such as 
diphtheria, scarlet fever, and anterior poliomyelitis. 

The most prominent factors are traumatism, 
defective bone development, and imperfect muscular 
action due to cerebral and spinal affections. The 
treatment advised is rest in bed and splints in the 
recurrent type, surgical correction of abnormal bone 
development, and limited exercise with a protecting 
leather knee-cap. H. W. Mattsy. 


SURGERY OF THE BONES, JOINTS, ETC. 


Pringle, J. H.: Analysis of Two Hundred and Thirty 
Cases of Open Fractures of the Long Bones 
Treated by Operative Methods. Bril. J. Surg., 
1914, ii, 102. By Surg., Gynec. & Obst. 

The author reviews the results of 230 cases of open 
fracture of the long bones treated by operative 
methods. He divides the cases into those treated by 
fixation —by wiring, plates, screws, etc.— and 
those treated by simple cleansing. Secondary 
amputation was necessary in 6.25 per cent of the 
fixation and 14.8 per cent of the cleaned cases. 

Most of the cases were treated by fixation, and he 

considers the results obtained very satisfactory. 

On account of the free opening up of the wound that 

is necessary for fixation, sepsis was much less com- 

mon than in the cases treated by simple cleansing 
and external fixation. Geo. I. BAUMAN. 


Vulpius, O.: Operative Mobilization of Joints (Bci- 
triige zur operativen Gelenkmobilisierung). 
chen. med. Wehnschr., 1914, \xi, 596. : 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author recommends the bilateral incision and 
the interposition of flaps of fascia with pedicles for 
the mobilization of the knee-joint. The best cases 
are those of post-traumatic ankylosis of the elbow- 
joint. He does not hesitate even to undertake the 
mobilization of the joint in closed tuberculosis, and 
gives a detailed description of three successful cases 
of operation as follows: 

1. Ina case of ankylosis of the elbow-joint in a 
1o-year-old boy after fracture of the joint the 
interposition of a flap from the triceps tendon 
resulted 4 months later in active extension to 160 
degrees, active flexion to 50 degrees. 

2. A 38-year-old woman had had _ tubercular 
ankylosis of the hip-joint for 25 years. A new 
joint cavity was made and fatty tissue and a layer 
of the gluteus interposed. Six and one-half years 
after the operation the patient could walk without 
pain; complete flexion and extension to 50 degrees 
was possible. 
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3. The third case was that of a 26-year-old woman 
with bilateral ankylosis of the hip after septic rheu- 
matism of the joint. Operation was performed on 
both joints within four weeks. Fascia and muscle 
were interposed. The findings one year later were: 
On the left, active tlexion to 80 degrees, abduction 
to 20, adduction to 10; on the right, active flexion to 
80, abduction and adduction to 40, from the mid- 
line. ‘The patient can sit and kneel, and can walk 
for two hours with a cane. Vulpius has performed 
the same operation repeatedly with good results 
in arthritis deformans, and has been able to stop the 
pain and restore the function. WEBER. 


Devine, H. B.: Free Fat and Fascia Transplanta- 
tion in the Treatment of Ankylosed Joints 
and Diseases of Bones. J/. J. Ausiral., 1914, i, 
723. By Surg., Gynec. & Obst. 


Seven out of eight transplants of fat into bone 
performed on animals in Garre’s clinic are reported 
to have been successful — one case healing perfectly 
in the presence of mild inflammation. This positive 
result in a case of infection offers the hope that fat 
may be used for filling in bone cavities in osteo- 
myelitis, where it would serve as a framework for 
redevelopment of bone. Two such cases are re- 
ported: one in the temporomaxillary joint, and 
one in the femur, with healing by first intention. 

The technique is as follows: All infected sinuses 
are dissected out without opening. The infected 
wall of bone is burred through clean bone, sterilized 
with pure carbolic acid, and washed out. After all 
gloves and instruments have been changed, another 
burring is done, and the cavity rewashed and dried. 
The transplanted fat must not be touched with the 
fingers, and must fill the cavity completely. Other 
uses for which the fat transplant has been success- 
fully employed by the author are separation of the 
brachial plexus from the sharp edge of a deformed 
first rib; filling in the cavity of a central hydatid of 
the liver; isolating the ulnar nerve from scar tissue 
of a fracture of the humerus. The most valuable 
use of such transplants is in treatment of ankylosed 
joints. The free transplant has the advantage over 
the pedicle flap, in that it can be made as large as 
necessary and it allows free manipulation. 

An ankylosed shoulder of eight years’ standing 
was mobilized by completely enclosing the head of 
the humerus in a layer of fascia lata with fat after 
an unsuccessful operation with a pedicle flap. Other 
cases reported are mobilization of the hip-joint, 
which had been ankylosed following an arthritis 
by enclosing the head of the femur in a free fat 
transplant, and a case of double ankylosis of the 
temporomaxillary joints. In this latter case, as 
the patient was unable to open his mouth wide 
enough to take food, extraction of the incisors was 
necessary. The complete bony ankylosis was 
chiseled loose, and a piece of fascia lata, doubled, 
with fat inside, was interposed. Three months 
later the patient had almost perfect motion of the 
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Essers, E.: Operative Treatment of Paralysis of the 
Shoulder (Ein Beitrag zur operativen Behandlung 
der Shulterlihmung).  Zischr. f. orthop. Chir., tot4, 
XXXIV, 470. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

After a short discussion of the disturbances in 
motion of the shoulder-joint, Essers describes a case 
of trapezius paralysis from the Lange clinic and dis- 
cusses the pathology and treatment of the con- 
dition. It is generally caused by injury to the 
accessory, for instance, in the removal of cervical 
glands, but the clinical picture of complete paralysis 
of the trapezius may vary. It may be possible to 
elevate the arm laterally above the horizonta}, 
because of the vicarious action of other shoulder 
muscles, although the force is decreased. But the 
sinking of the shoulder forward and downward is 
characteristic, as well as the standing out of the 
scapula from the spinal column and incoérdinated 
excursions of the scapula on lateral movements of 
the arm. These phenomena are caused by shorten- 
ing of the serratus and the pectoralis, and a length- 
ening of the excursion of the acromioclavicular 
joint backward and inward as a result of the lack 
of the action of the trapezius. 

The author speaks of the operative and non- 
operative treatments of paralysis of the shoulder- 
joint, none of which have given uniformly satis- 
factory results. Rothschild’s method is an advance 
in the treatment; he fixed the scapula to the spine 
with a strip of fascia. Ina similar way, in a case of 
congenital bilateral absence of the trapezius, Cramer 
fastened the scapula together and to the spine. 
In a series of interesting cases of paralysis of the 
trapezius in syringomyelia, Lange, instead of the 
strip of fascia, used a strong silk suture, which he 
carried obliquely upward from the median angle 
of the scapula through the subcutaneous fatty tissue 
and fastened to the spinous processes in the region 
of the lower cervical vertebra. The functional 
result was very good. The scapula was held in 
normal position, the overstretched rhomboidei 
and levator scapula were relieved, and after a 
suitable othopedic after-treatment the arm could 
be lifted to the perpendicular. DUNCKER. 


Vulpius, O.: Lengthening of Tendons by ‘‘Sliding’’ 
(Uber die Sehnenverliingerung durch das “Rut- 
schenlassen”’).  Muainchen. med. Wehnschr., 1914, 
710. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The simplest method of tendon lengthening, sub- 
cutaneous transverse section, does not give good 
anatomical and functional results, and the plastic 
lengthening of tendons, whether performed by the 
open or subcutaneous method, injures the tendon 
to a very considerable extent; therefore Vulpius 
recommends a method which he calls ‘‘sliding”’ of 
the tendon. The tendon is cut high up where it 
enters the muscle and so has muscle-fibers on each 
side of it. The incision is made obliquely or in the 
form of a reversed V, with the apex directed toward 
the center. When let loose the peripheral part of 
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the tendon slides downward without interrupting 
the continuity of the tract. The greatest indication 


for this method is found in paralytic and spastic 
contractures, as well as in ischamic contractures, 
where there will be abundant opportunity to test 
it. GLAESSNER. 


Moore, J. W.: 
Paralysis. 


Surgical Treatment of Infantile 
N.Y. M. J... 1634, C,.404. 
By Surg., Gynec. & Obst. 

A short description of infantile paralysis is given, 
followed by a discussion of the various methods of 
treatment of the fourth, or stage of residual paralysis, 
and a report of cases of tendon transplantation and 
arthrodesis. 

Many of the methods which have been used are 
mentioned, such as screw fixation of joints after 
Magruder, silk ligaments, and muscle transplanta- 
tion. Any operation involving the use of the tendons 
of paralyzed muscles is condemned. 

Eight interesting cases are described including 
operations on a hip, a shoulder, and ankles. 

F. C. KIpNER. 


Binnie, J. F.: Amputations of the Leg. Ann. 
Surg., Phila., 1914, lx, 160. By Surg., Gynec. & Obst. 
The essayist states that the choice of method 
and site of leg amputations, below the knee, depends 
first on the lesion for which the operation is required, 
and, second, on the use which is to be made of the 
stump. 

He then discusses the first point in malignant 
disease and gangrene, describing the method of 
Moskowicz and that of Sandrock to determine the 
line of demarcation. Second, the use which is to be 
made of the stump is a factor of prime importance 
in the choice of the site of amputation. If an arti- 
ficial limb cannot be secured it is of great importance 
to save as much of the limb as possible and to pro- 
vide a stump upon which the weight of the body can 
be supported without harm resulting. An example 
of such an operation, where the foot only is amputat- 
ed, is the osteoplastic procedure of Pirogoff, the heel 
being partly saved. 

He discusses the ‘‘seat of election”? for amputa- 
tions of the leg, the stump being sufficiently long to 
attach an inexpensive wooden peg. Where the 
patient can afford a good artificial limb, the lowest 
favorable site for section of the leg bones is eight 
inches above the ground, and the highest point 
four inches below the lower edge of the patella. 

If necessary to amputate above the “‘seat of 
election,” disarticulation at the knee has usually 
been advised. Efficient weight-bearing capacity 
may be impaired by adhesions of skin, etc., to bone; 
inefficient covering of the bone; irregularity of the 
end of the bone; stump neuromata; and nerve-end- 
ings caught in scar tissues. 

In discussing means besides asepsis to avoid 
these faults, he describes the method of section of 
the various tissues from skin to bone, the stripping 
up of the periosteum and the scraping out of bone- 
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marrow for one-third of an inch, thus favoring pain- 
less stumps. He approves of the subjecting of the 
stump to a reasonable amount of ‘therapeutic 
abuse” and describes Hirsch’s method of accom- 
plishing this. He also describes his own modification 
of the Bier osteoplastic operation. H. W. Witcox. 
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Neuhof, H., and Oppenheimer, E. D.: Congeni- 
tal Contractures of the Fingers; with the 
Report of a Case of the Familial Type. Surg., 
Gynec. & Obst., 1914, XiX, 193. 

By Surg., Gynec. & Obst. 

A case of bilateral contracture of the fingers 
running through three generations, is described. 
The fourth and fifth fingers of the right hand were 
operated upon. It was then found that the re- 
sistance to extension was not in the skin, fascia, 
or tendons, but in the joint capsule and articular 
ligaments. The authors believe that most of the 
failures in the operations for congenital finger con- 
tractures are due to non-recognition of this factor. 
In their case full extension of the fingers was ob- 
tained after partial division of the capsule and 
ligaments. The operative findings are described 
in detail. A simple apparatus to maintain exten- 
sion was devised, and employed for several weeks. 
The final result was excellent, and the authors 
believe results should generally be successful if 
their plan for operation were carried out. 

Three stages of congenital finger contracture are 
recognized. In children the ‘dropping’ of the 
phalanges can be permanently corrected by ex- 
tension apparatus. The second stage, generally 
observed near puberty, consists in a contracture 
that can be overcome without operation only with 
great difficulty. In the third stage the affection 
has progressed and can be cured only by operation. 
The contracture not infrequently remains station- 
ary in the first stage. Dupuytren’s contraction of 
the fascia bears no relation to congenital finger 
contracture. 


Clinical Observations on Ninety 
Am. 


Fraser, F. R.: 
Cases of Acute Epidemic Poliomyelitis. 

J. M. Sc., 1914, cxlviii, 1. 
By Surg., Gynec. & Obst. 
In a study of ninety cases of poliomyelitis ad- 
mitted in the acute stage to the Rockefeller Insti- 
tute, the author observed that the ages were from 
nine months to fourteen years, that the preparalytic 
and general symptoms, such as feverishness, drowsi- 
ness, twitchings, and irritability, came on from a few 
hours to nine days before the paralysis, that vomit- 
ing occurred in about 50 per cent and opisthotonos 
in 80 per cent, but convulsions occurred in only one 
case. Tenderness on handling was noted in 67 per 
cent of the cases. Paralysis of the respiratory 
muscles was present in 33 per cent, and in rr of the 
12 fatal cases, death was attributed directly or 
indirectly to this cause. About 33 per cent showed 
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involvement of the facial muscles. Five cases of the 
abortive type are reported, in which there was 
present all the characteristic symptoms except 
paralysis. Electrical tests made on 11 patients 
seemed to indicate that paralyzed muscles which 
respond well to faradic stimulation will recover. 
After a year of unsuccessful treatment, recovery of 
a completely paralyzed muscle cannot be expected. 
Treatment during the acute stage may include the 
administration of urotropine and intraspinous in- 
jection of adrenalin. Neither of these measures was 
found to be of definite value. Artificial respiration 
in cases of paralysis of the diaphragm and inter- 
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Jacobs, C. M.: Bone Transplantation into the 
Spinous Process of the Vertebrz for the Cure 
of Tuberculous Spine Disease. J///inois AJ. J., 
1914, XXxvi, 118. By Surg., Gynec. & Obst. 

The writer reports nine cases of Pott’s disease 
treated by the Albee method of transplanting a 
splint from the crest of the tibia into the split poste- 
rior spinous processes. 

While recognizing that this procedure marks a 
new epoch in the treatment of tuberculous disease 
of the spine the author does not think it justifiable 
in all cases and sums up the indications as follows: 

In children with caries of the cervical, lower dor- 
sal, and lumbar vertebra, conservative treatment 
should be the first resort; in middle and upper dorsal 
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Gerulanos, M.: Gunshot Injuries of the Peripheral 
Nerves in the Balkan Wars (Schussverletzungen 
der peripheren Nerven aus den Balkankriegen). 
Beitr. s. klin. Chir., 1914, xci, 222. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Of 2,522 wounded men received at the Idadie 
Hospital in Saloniki direct from the battle-field, 36 
had nerve injuries and 50 had vessel injuries. Geru- 
lanos operated in Saloniki and Athens together on 
50 nerve injuries; he also had 18 cases that were 
not operated on. The region of the bend of the 
elbow is especially frequently involved; then follow 
injuries of the nerves of the upper arm. The sciatic 
nerve is seldom injured. The supraclavicular region 
is more often injured on the left side, the axillary 
and upper arm region on the right. In comparison 
with the vessels the peripheral nerves were seldom 
injured, probably because they yield to the bullets. 

In spite of the great number of shrapnel injuries, 
especially in the second war, he saw only ten cases of 
injury of the nerves by shrapnel. The shot may 
pass through the nerve without injuring it particu- 
larly. The nerve may be torn or contused by the 
shot, or injured secondarily by aneurisms, bone 


GENERAL SURGERY — SURGERY OF THE NERVOUS SYSTEM 


SPINAL COLUMN AND CORD 


627 


costal musculature has not accomplished any recov- 
eries. Care should be taken to make the patient 
comfortable and to prevent toe-drop by supporting 
the foot on a right-angle splint. After the acute 
stage the important points in treatment are massage 
and prevention of deformity. !t is doubtful whether 
electricity is of any value beyond causing contrac- 
tion; it may supplement massage but cannot replace 
it. The occurrence of deformities is to be prevented 
by resisting the relatively strong muscles with 
mechanical appliances, thus allowing the weaker 
muscles to relax, which condition hastens their re 
covery. W. A. CLarK. 


Pott’s disease, or where conservative treatment has 
been tried with disappointing results, Albee’s surgi- 
cal method is the treatment par excellence. 

In adults, where time plays an important part and 
where rapid results are desired, surgical treatment is 
the method of selection. 

To avoid failure the graft should include the 
spinous processes of all of the diseased vertebra and 
at least two contiguous vertebra above and below. 
A good skiagraph is, therefore, most essential. Ex- 
ternal support is advisable for 6 to 12 months fol- 
lowing the post-operative period of recumbency, as 
too early reliance cannot be placed on the strength 
of the graft, and it is best to give ample time for 
complete union. I. J. GAENSLEN. 
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fractures, or pressure from scars. Injury to the 
nerve in conjunction with aneurism or other injury 
to the vessels is very frequently observed in the 
lower plexus. The nerve may be very severely 
injured by a growing aneurism. Other disturbances 
may be caused by blood or lymph effusion, by in- 
fectious inflammation, or by a foreign body. Even 
the simplest effusion of fresh blood or serous fluid 
into the tissues may interrupt nerve conduction. 

Pathological-anatomical findings as well as the 
clinical signs of nerve injury are discussed. Opera- 
tion should be performed if there is no improvement 
after 4 to 6 weeks. Resection of the nerve should 
be thorough, and carried out under the strictest 
asepsis. The operations are reunion of the divided 
ends of the nerve, stretching, plastic operations, 
substitution of catgut, lateral implantation, etc. 
The results of the operation were: 9 cured, 14 mark- 
edly improved, and 2 unaffected. When freed from 
adhesions, the nerve functions again in 2 to 3 months; 
when it is sutured, after 6 to 8 months. A third case 
recovered without operation. 
Sixty-eight case histories are given. 
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Borchard: Surgery of Peripheral Nerves (Prinzi- 
pielles zur Chirurgie der peripheren Nerven). 


Beitr. z. klin. Chir., 1914, xci, 634. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Borchard reports the treatment of injuries of the 
peripheral nerves, which he has practiced for 15 
years. As to the time for surgical interference, in 
subcutaneous injuries of the nerves unaccompanied 
by fracture, he operates when the signs of injury to 
the soft parts, chiefly effusion of blood, have dis- 
appeared, and when during this time there has been 
no improvement in motility — improvement in 
sensation does not have much significance — and 
when neuralgic symptoms or pronounced reaction 
of degeneration appears. 

Often on operation it is found that there has been 
no interruption of continuity of the nerve, but the 
nerve-sheath is somewhat swollen and filled with 
small extravasations of blood and lymph, and the 
nerve itself injected and reddened. The nerve-sheath 
is always incised, even when palpation shows no 
marked change. Later it is sutured again and to 
avoid adhesions the nerve is embedded in muscle. 
If the nerve injury is complicated by a bone fracture, 
he generally waits for consolidation. If there is an 
open wound and it is aseptic, the nerve is immediate- 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Koenigsfeld, H.: Attempts. at Immunization 
against Mouse Cancer (Uber Versuche zur Im- 
munisierung gegen Mausekrebs). Zevlralbl. f. Bak- 
teriol., Parasitenk. u. Infektionskr., 1014, \xxiii, 316. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The tumors to be used for immunization were pre- 

pared by the method recommended by Pohl and 
Wiechowski. They were crushed on a sterile glass 
plate with a spatula, and the plate dried either in a 
vacuum or at room temperature. After 24 hours the 
mass was scraped off, the fine tumor powder dis- 
solved in sterile salt solution and used for immuniza- 
tion. Increasing doses were injected into mice, and 
protection was always produced against a succeed- 
ing inoculation with completely virulent tumors. 
This rotection extended over several weeks, and 
caused at least an inhibition of growth of the tumor 
as compared with those in control animals, length- 
ened the life of the animals vaccinated, and often 
caused retrogression in tumors. Control experi- 
ments showed that normal organs prepared in the 
same way caused no protection against inoculation 
with tumors. C. Lewin. 

Crile, G. W.: The Two-Stage Operation, Especially 
in Its Relation to Treatment of Cancer. Ann. 
Surg., Phila., 1914, lx, 57. By Surg., Gynec. & Obst. 

Crile stresses the importance of availing ourselves 
of the recent developments in surgical technique 


INTERNATIONAL ABSTRACT OF SURGERY 


MISCELLANEOUS 


ly cared for; if it is septic he waits for the cleansing of 
the wound. In secondary nerve lesions from callus, 
scars, sequestra, etc., he operates on the first certain 
signs of beginning injury. 

As to the technique of nerve operations, he de- 
mands that normal nerve tissues should be brought 
into contact, and that the nerve be freed from pres- 
sure and protected from later pressure from scars. 
The freshening of the nerve-stump must be carried 
back until nerve-fibrils can be detected. Often 
longitudinal incisions must be added to transverse 
resection, in order to free the nerve from the sur- 
rounding scar. Defects from cicatricial resections 
are to be compensated for, not by stretching, but 
rather by flexion of the neighboring joints and by 
bone resections. The best of the plastic methods is 
the implantation of both stumps into a sound nerve. 
It is very important to embed the place of suture to 
avoid pressure from the scar. Borchard prefers two 
muscle-flaps made from two neighboring muscles, 
with pedicles so that their nutrition and innervation 
is not interfered with. They are wound about the 
nerve is such a way that the injured surface is turned 
away from the nerve. 

In the after-treatment the avoidance of contract 
ures must not be neglected. WREDE. 


through which the margin of safety of the patient 
may be raised. Patients exhausted by cancer and 
acute infections should be “anociated” and given 
the benefit of the two-stage operation. 

The patient who has been previously anociated 
has not the same fear of operation, nor has his 
vitality been lowered; besides his ability to stand 
further operation is raised. 

Crile discusses methods adopted by him in cases 
of cancer of the rectum, stomach, cervix, larynx, 
tongue, and acute abdominal infections. 

The mortality in cases of cancer of the rectum is 
lowered by a previous colostomy. Crile reports 16 
cases without a death. 

In cancer of the stomach a preliminary gastro- 
enterostomy followed by resection in two weeks is 
advocated. In cancer of the cervix, at the pre- 
liminary operation, Crile advocates extensive cau- 
terization to prevent implantation by the cutting 
method. The following day an abdominal hyster- 
ectomy is performed. 

In cancer of the larynx, at the first stage, the deep 
planes of the neck are exposed and packed with 
iodoform gauze, to prevent mediastinal infection, 
and the vagus on one side is exposed, and its environs 
packed with gauze to prevent vagitis. At the second 
operation the larynx is excised. ‘Twenty-eight cases 
have been performed in two stages with but a single 
death. 

In cancer of the tongue the danger of pneumonia 
and infection of the neck are lessened by preliminary 


cauterization of the growth and a secondary ex- 
cision of all of the glands of the neck, whether they 
are enlarged or not. 

In acute pelvic abscesses preliminary vaginal 
puncture is advocated in acute appendicitis, with a 
strongly walled-off abscess, simple drainage is the 
method adopted unless the appendix is easily lo- 
cated; drainage of the gall-bladder, in critical cases 
of acute cholecystitis, the cholecystectomy being 
reserved for the time “when the storm has passed.” 

In exophthalmic goiter ligation is performed in 
bed. TsmporE Coun. 


Powers, C. A.: Systemic Blastomycosis. Ani. Surg., 
Phila., 1914, lx, 815. By Surg., Gynec. & Obst. 
Powers reports two fatal cases of systemic 
blastomycosis. The author wishes to emphasize (1) 
the fatal character of the disease, and (2) the neces- 
sity of early wide excision of the local focus. He 
credits Busse, 1894, with having first made detailed 
observation of the disease. 

The infection usually enters by way of the skin, 
and is transmitted through the lymph-channels. 
The course of the disease is usually slow; anaemia, 
progressive emaciation, simple mycosis, and album- 
inuria, characterize the disease. 

The first case, a male, aged 42, with a previous 
history of pneumonia at 109, was, at the age of 23, 
afflicted with a bronchial cough, lasting one year. 
At 32 he noticed two lumps, one above each clavicle; 
they gradually enlarged and were removed 15 
months later. The sinuses healed slowly. Similar 
lumps appeared and were removed in 1902 and 
1903. In 1906 he had an attack of jaundice lasting 
three months. In to1o-11 more lumps appeared 
below the jaw oneither side. In June, 1911, Powers 
saw the patient. At that time the neck was filled 
on both sides with multiple hard lumps, presenting 
multiple sinuses. Radical operation on both sides 
was performed. The clinical diagnosis was tuber- 
culosis. No histological examination was made. 
Two weeks later soft lumps appeared on the ab- 
domen and thighs and were excised. In 1011 
cultures from one of these abscesses gave pure 
blastomycosis. The patient died from exhaustion 
April 20, 1912. 

The autopsy showed multiple miliary abscesses 
of the liver, iliopsoas abscess of the spleen, miliary 
abscesses of the pelvis of the left kidney — acute 
fibrinous pleurisy. 

The lesions found, macroscopically, are every- 
where essentially alike, the differences being appar- 
ently due in part to the stage of development of the 
individual lesion. The main features of the disease 
process can be reconstructed in considerable detail. 

The organism lodges first in a small vessel or 
capillary. The endothelial cells proliferate, be- 
coming larger and plumper, and separate from the 
wall. Later they may fuse about the organism to 
form a typical. giant-cell of the Langhan’s type. 
The vessel is occluded and the vessel wall disap- 
pears, leaving a collection of endothelial cells. This 
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collection enlarges, encroaching on the surrounding 
parenchyma, which disappears, leaving a supporting 
connective-tissue stroma and capsule. The con- 
nective tissue also increases to some extent and 
may organize the lesion, replacing it by scar tissue. 
In the earlier stages of the lesion there is more or 
less infiltration by leucocytes, among which plasma- 
cells and eosinophilic myelocytes are a striking 
feature, which serves at once to distinguish the proc- 
ess from tuberculosis. Somewhat later the cells of 
the lesion undergo a widespread and uniform coagula- 
tion necrosis, similar to the type commonly met with 
in rapidly growing malignant tumors, and differing 
from caseation in the fact that the structure of the 
cells can be recognized for some time after necrosis 
has taken place. Lesions as large as 1 to 2 cm. in 
diameter may consist of a capsule surrounded by a 
narrow zone of leucocytes and small daughter lesions 
and containing a pasty mass of necrotic cells with 
little or no living tissue. Ultimately the dead tissue 
is extensively infiltrated by polymorphonuclear 
neutrophiles, the disintegration of which, with the 
resulting liberation of proteolytic ferments, is doubt- 
less responsible for the liquefaction which occurs. 

IsiporE Coun. 


Okintschitz, L.: Reciprocal Relations of Some 
Glands with Internal Secretion (Uber die gegen- 
seitigen Bezichungen einiger Driisen mit innerer 
Sekretion). Arch. f.Gyndk., 1914, cii, 333. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author has tested the effect of hormones, 
clinically and experimentally. Young rabbits, those 
two months old and older ones that had given birth 
to young were castrated; some of them were then 
kept as control animals and the others injected 
with extracts of various organs—-biovar and ovariin, 
the secretory product of the whole ovary; proprovar, 
that of the follicular apparatus alone; luteovar, 
that of the corpus luteum; chorionin, that of the 
placenta; and mammin, that of the mammary 
gland. 

The following were the effects of the extracts 
injected: Atrophy of the uterus was caused by 
castration in the young, as well as in the sexually 
mature animals; this was overcome by biovar, 
ovariin, and proprovar; it was not affected by 
luteovar; was even more decidedly affected by 
chorionin, but was seemingly increased by mam- 
min. There is an increase of colloid in the thyroid 
gland after castration, probably less from increased 
glandular activity than from delay in the dis- 
charge of blood and lymph; this was decreased by 
proprovar, not affected by luteovar, but: mammin 
caused increased glandular function and increase 
of colloid. Both microscopical and macroscopical 
changes in the adrenals were inconstant. In the 
hypophysis there was no etfect on the posterior 
lobe. In the anterior lobe there are normally the 
most eosinophiles, then basophiles, and, last, basal 
or chief cells. The chief cells were increased by 
castration; on the injection of chorionin there was a 
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marked increase in the eosinophile cells, not as 
would have been expected in the chief or pregnancy 
cells. 

From his experiments the author concludes that 
the ovarian hormones are produced by the follicular 
apparatus, not by the corpus luteum, and, for the 
most part, by the membrana granulosa. More- 
over, the products of secretion of the follicular 
apparatus act in conjunction with those of the 
uterus; they act antagonistically with chorinonin 
with reference to the thyroid; as to the anterior 
lobe of the hypophysis, the chief cells are synergists, 
the eosinophile cells antagonists of the follicular 
apparatus. He thinks the corpus luteum is a gland 
with negative internal secretion; it neutralizes 
toxins circulating in the organism. ‘The results of 
his experiments confirm his clinical hypotheses; 
viz., that diseases due to hypofunction of the ovary, 
such as amenorrheea, infantilism, and sterility, can 
be successfully treated with proprovar; those caused 
by hyperfunction of the ovary, as menorrhagia and 
osteomalacia, with luteovar, and also those caused 
by hypofunction of the corpus luetum, such as the 
pernicous vomiting of pregnancy, toxicoses of 
pregnancy, and eclampsia. MonuHEIM. 


Cooke, A. B.: The Prevention of Surgical Shock and 
Post-Operative Pain. J. Am. M. Ass., 1914, Ixii, 
1777. 3y Surg., Gynec. & Obst. 


Cooke states that it is the consensus of opinion 
among both clinicians and laboratory workers that 
the loss of vasomotor control resulting in the reduc- 
tion of the blood-pressure below safe limits is the 
chief factor in the production of shock. The ques- 
tion then arises, How may a surgical operation be 
performed so as to cause the least possible dist urb- 
ance of the vasomotor function? The answer is, 
Anoci-association as worked out by Crile. Crile 
advocates complete haemostasis, dexterity, and 
gentleness. 

The principles of anoci-association are: 

1. The preliminary administration of one-sixth 
grain of morphine and one one hundred and fiftieth 
grain of scopolamine one and one-half hours before 
operation. 

2. The use of nitrous oxide and oxygen for general 
anesthesia. 

3. The complete blocking of the operative field 
by the infiltration of a solution of 0.25 per cent 
novocaine. 

4. The infiltration of all tissues traumatized which 
are supplied with sensory nerves with a 0.25 to 0.5 
per cent solution of quinine and urea hydrochloride. 

Cooke advocates a fifth principle, namely, early 
opening of the bowels with calomel, 0.5 grain in 6 
doses, followed by a purgative enema on the second 
day to relieve the gas pains. 

Cooke states that ether definitely impairs the 
defensive powers, lowers the blood-pressure two and 
one-half times more rapidly than nitrous oxide, and 
increases the coagulation time of the blood, besides 


tending to produce post-operative complications, as 
pneumonia, etc. 

Crile has noted that since using the anoci tech- 
nique the operative mortality has fallen from 4.2 
per cent to 1.9 per cent and o.8 per cent in the last 
1,000 operative cases. EUGENE Cary. 


SERA, VACCINES, AND FERMENTS 


Stresemann: New Studies of the Specificity of the 
Abderhalden Ferment Reaction (Neuere Unter- 
suchungen tiber die Spezifitit der Abderhaldenschen 
Fermentreaktion). .Wonatschr. f.Geburtsh. u.Gyndak., 
1914, XXxix, 685. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


In 68 cases examined carefully according to 
Abderhalden’s latest directions, there were only five 
failures; that is, five women that were certainly not 
pregnant reacted positively with placenta. The 
author thinks this was due to errors in technique 
and he is convinced of the specificity of the reaction. 

RUHEMANN. 


Lange, C.: Experiments with Abderhalden’s 
Dialysis (Irfahrungen mit dem Abderha!denschen 
Dialysierverfahren). Biochem. Zischr., 1914, |xi, 193. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


In describing the preparation of the placenta the 
author states that placentas from diseased individ- 
uals should not be used, as they may give rise to 
erroneous results; and, so far as possible, placentas 
should be rejected that come from individuals with 
albumin in the urine, as well as placentas that show 
numerous infarcts. 

To avoid the loss of chorionic villi, he recommends 
that the placenta be not rubbed in the mortar too 
long. He uses Latapie’s maceration apparatus, 
which makes a fine emulsion of the placenta. Be- 
fore maceration as much as possible of the connec- 
tive tissue is removed. The loss of specific sub- 
strate can be avoided by filtering the water in which 
it is washed, a point to which the author attaches 
great importance, for if it is not taken into considera- 
tion negative results may be obtained even in ad- 
vanced pregnancy. Only physiological salt solution 
should be used to remove the blood from the pla- 
centa, for if tap water is used the hemaglobin may 
be washed out of the erythrocytes, while the stro- 
mata remain. 

Experiments showed that the stromata acted 
toward sera that catabolize blood-cells just the 
same as to the entire blood-cells. The author does 
not believe that the method proposed by Abderhal 
den for testing an organ for freedom from blood is 
practical; in fact, it may not be possible to make an 
organ absolutely free of blood—that is, free of the 
bodies of the blood-cells. He calls attention to 
several points in regard to boiling, especially to the 
insufficient state of coagulation of the albumin. On 
further boiling with distilled water more albumin 
is constantly being dissolved, and with suflicient 
concentration a positive ninhydrin solution may be 


obtained. He also takes up the question of the 
dialyzing thimbles; he does not think that Abder- 
halden’s method of testing them is satisfactory. 
He criticizes the biuret reaction and recommends 
the use of more sensitive albumin reagents, such as 
sulphosalicylic acid. In testing for the passage of 
peptone through the thimbles he recommends the 
use of 0.1 to 0.3 per cent peptone solution instead of 
1 per cent, as finer differences may be determined 
in this way. Neither is it sufficient to test the 
thimbles every four weeks — they should be tested 
afresh for every new experiment. 

He discusses the method of obtaining the serum, 
the filling of the thimbles with the serum, and the 
effect of added hamoglobin on the outcome of the 
reaction. It can be shown that the addition of 
hemoglobin for experimental purposes does not 
alter the outcome of the reaction. It is difficult to 
get the same results twice by following Abderhal- 
den’s directions. In a test with serum and placenta 
a stronger ninhydrin reaction does not necessarily 
show catabolism, but it may be due to a summation 
of non-specific components. Neither does inactiva- 
tion of the serum lead to uniform results, as has been 
shown by experiments with guinea pigs; therefore 
the author does not believe that catabolism is dem- 
onstrated by a difference in the ninhydrin reaction 
in parallel experiments with placenta and active 
serum, and placenta and inactive serum, because 
there are a number of other factors which might 
produce such differences. 

To exclude errors due to the thimbles he tested a 
number of methods ef dealbuminizing. To deter- 
mine the non-coagulable nitrogen, the ninhydrin test 
or Pregl’s microkjeldahl method may be used. 
Dialysis with distilled water is not reliable, as with 
it globulin may be precipitated; therefore, physio- 
logical salt solution must be used. Inaccurate meas- 
urement of the 0.2 ccm. of ninhydrin solution and 
the use of non-uniform reagent glasses are sources 
of error. 

From his experiments the author concludes that 
Abderhalden’s dialysis in its present form does not 
always give reliable results. With it he could not 
determine the specificity of serum ferments in preg- 
nancy; and could not find placentas that were not 
catabolized by sera from patients with carcinoma 
and salpingitis. Brau. 
Harmer, T. W.: Remarks upon the Effects Ob- 

served in the Use of Mixed Toxins (Coley) in 
Certain Cases of Sarcoma. Boslon M. & S. J., 
1914, CIXXxi, 253. By Surg., Gynec. & Obst. 

Harmer’s paper is based upon observations made 
during the past five years in 91 cases. Of these, 32 
are analyzed, first according to the type of sarcoma 
and then according to anatomical situation and 
tissue of origin. These 32 cases were all primary or 
recurrent inoperable sarcomata, or cases in which the 
disease could not be eradicated at operation. All 
were proved by microscopical examination. All 
were under treatment at least three weeks. In each 
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case the results were free from vitiation by concur- 
rent treatment. All living cases had been seen or 
heard from within three months, most of them with- 
in a month. 

The average age of all cases was 33.8 years. The 
average duration of treatment was a little over three 
months. The average maximum dose was 11.9 min- 
ims. The maximum dose was 53 minims. 

The author classifies the cases in six groups 
according to the effect of the toxins: (1) Those in 
which there was no appreciable effect; (2) those in 
which growths softened but did not diminish in 
size; (3) those in which growths disappeared, or 
practically disappeared, but returned; (4) those in 
which growths disappeared but metastases simul- 
taneously occurred; (5) those in which the growth 
diminished in size, but tumor still persisted; and (6) 
those which were apparently cured, in which growths 
have disappeared and no metastases have occurred. 

The apparent cures include (1) fibrosarcoma of 
the septum and ethmoid; (2) giant-cell sarcoma of 
the antrum and superior maxilla; (3) large spindle- 
cell sarcoma of the ethmoid; (4) small round-cell 
sarcoma of the antrum and ethmoid; (5) small round- 
cell sarcoma of the antrum, ethmoid, superior max- 
illa, posterior septum, and nasopharynx; and (6) 
giant-cell sarcoma of the spine. These have re- 
mained apparently well since the conclusion of treat- 
ment: 3 years, 1 month; 3 years, 1 month; 2 years, 2 
months; 2 years, 7 months; 2 years, 10 months; and 
I year, 11 months. 

A pathologic study of two closely lying tumors in 
one individual, one untreated, the other treated, 
showed that the treated tumor was apparently 
destroyed by an inflammatory process and that the 
action of the toxins in this case must be considered 
local rather than systemic. In other cases, on the 
contrary, in which growths were inaccessible, injec- 
tions at a distance have produced apparent cures. 
In such cases the action of the toxins must be re- 
garded as systemic. 

Harmer concludes from this study that although 
the determination of the increment of dose and the 
interval bet ween injections requires some experience, 
even after considerable experience this method of 
treatment is uncertain. It is so uncertain and so 
distressing that its use is unjustifiable in any case 
in which operative measures of reasonable safety 

offer possible hope of removal. The percentage of 
apparent cures may be regarded as varying from 
9.4 to 18.8. The study suggests that toxins offer no 
expectation of benefit in cases with multiple mela- 
notic growths and in cases of mixed-cell growths. It 
suggests that they may be legitimately tried in 
cases with single melanotic growths and that they 
are apparently of value in cases with sarcomata 
arising in the nose and accessory sinuses, whether 
spindle-cell, giant-cell, or round-cell. The results of 
operative treatment of true giant-cell tumors are 
regarded as successful so that toxins are not advo- 
cated. Their use is, however, considered warranted 
in those cases, such as giant-cell tumor of the spine, 


: 


in which the growths are so situated that complete 
surgical eradication is impossible; and in these cases 
he believes that the attack should be primarily 
surgical, followed immediately by toxin treatment. 


BLOOD 


Foster, G. S.: The Axillary Sup. Surg., Gynec. © 
Obst., 1914, Xix, 248. By Surg., Gynec. & Obst. 
The idea brought forward is one partially sug- 
gested by Lane in his clinic at Guy’s Hospital. 
The system as carried out, however, presents a new 
phase of the principle and broadens the scope of 
usefulness. 

Foster recommends its use in all general surgical 
work for the purpose of avoiding shock, supplying 
fluid in excessive amount during the operation, and 
practically eliminating post-anesthetic vomiting. 

In reviewing fifty general surgical cases, care- 
fully tabulated, only one case of post-operative 
vomiting was found, and even in this single case 
the amount was slight. 

The principle of the axillary sup is to allow normal 
salt solution, temperature of 100°, to flow con- 
tinuously into the loose tissue of the axilla. The 
solution is contained in a reservoir placed at a 
proper height to permit atmospheric and volume 
pressure to aid the fluid in entering the subcuticular 
space. The fluid runs down a rubber tube, part of 
which is coiled in a basin containing water kept at a 
temperature of 105°, that cooling may not take 
place suddenly. This tubing divides into a “Y,”’ 
at the ends of which are ordinary hypodermoclysis 
needles piercing the pectoral muscles to the axillary 
space; thus continuous flow is permitted during any 
operation. Its use should become general. 

The amount of fluid ingested varies from 4o to 
140 ounces. The strictest aseptic precautions are 
adhered to in every detail. The name axillary sup 
has been attached to this procedure by the author, 
who sums up as follows: 

1. Post-anesthetic vomiting is eliminated. 
Surgical shock is ruled out. 

Hyodermatic or other stimulation is shelved. 
Freedom from pain and gas is noticeable. 

The dreaded after-thirst is absent. 

Regular and full cardiac action is maintained. 
The Murphy drop is not a necessity, yet should 
not be forgotten. 

8. The patients return from the operating room 
in better clinical condition than when they enter. 

g. A watch should be kept for obstructed re- 
spiration; however, it will not occur under the 
trained eye. 


& wv 


Satterlee, H. S., and Hooker, R. S.: The Further 
Development of an Apparatus for the Trans- 
fusion of Blood. Surg.. Gynec. © Obst. 1914, xix, 
235. By Surg., Gynec. & Obst. 

The authors describe a method and apparatus for 
direct transfusion of blood through the agency of an 
intermediate receptacle, which is the practical out- 
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come of previously reported experimental work. A 
thin-walled gold cannula having a snugly fitting 
obturator is used in the donor’s vein. The cannula 
with obturator is introduced through a small inci- 
sion in the vessel wall, and this serves as a protective 
sheath through which, when the obturator is with- 
drawn, the metal tip of a paraffin-lined pipette is 
inserted directly into the blood stream of the donor 
without coming in contact with the wounded vessel- 
wall. The blood is removed from the donor in this 
manner, each pipette having a capacity of 200 ccm., 
and is carried to the recipient, where it is delivered 
through another cannula of somewhat similar con- 
struction. Both the donor’s and the recipient’s 
cannulas are connected by means of a lateral arm, 
with a reservoir of physiological salt solution, so 
that their interiors are automatically filled with an 
outflowing stream of the salt-solution during the 
brief intervals required for shifting the obturators 
for the pipette, or vice versa. This prevents the blood 
in the vein from entering the cannula; prevents the 
possibility of air embolism; and, at the close of the 
operation, provides a ready means of infusing salt 
solution into the donor’s circulation to replace the 
blood which has been taken away. 

The advantages claimed for the method are— 

1. The liberation of thromboplastic substances 
in the carried blood is minimized by preventing 
disintegration of platelets through friction and 
contact with moistenable foreign surfaces, and by 
preventing contamination from wounded tissue. 

2. The preparation of the donor’s and recipient’s 
blood-vessels with cannulas iz situ, so that a success- 
ful transfer of blood is practically assured in advance. 

3. The possibility of its employment in an emer- 
gency by a single operator. 

4. It provides an ample margin of safety in the 
coagulation time of the carried blood, making haste 
unnecessary, and allowing the donor and recipient 
to be in separate rooms if desired. 

5. The apparatus is adapted for use either with 
paraffin or with hirudin as an anticoagulant. By 
the hirudin method only minimal amounts of this 
substance are required, the effect being obtained 
by simply wetting the interior of the pipette with 
a solution of hirudin in salt solution and pouring off 
the excess of this fluid just previous to use. 


BLOOD AND LYMPH VESSELS 


Philipowicz, J.: Réntgen Treatment of Tuberculo- 
sis of the Lymph-Glands (Beitrag zur Réntgen- 
therapie der Lymphdriisen-tuberkulose). 
klin. Wehnschr., 1913, xxvi, 2106. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Philipowicz, operator at von Eiselsberg’s clinic, 
reports 26 cases of tuberculosis of the lymph-glands 
treated with réntgen rays, and confirms the already 
well-known favorable effects of this treatment on 
the local as well as the general condition. He has 
found the following technique the best: Helms’ 
water-cooled tubes at 30 cm. distance, with alumi- 
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num filter 2 to 3 mm. thick; if the skin is very sen- 
sitive a filter of tinfoil on paper is also used. The 
soft rays are excluded. One erythema dose was 
given at each sitting. The hardness of the rays was 
8 to 10 Benoist. As a general rule, the intervals 
were 8 days; if there was pain at the diseased site 
the intervals were lengthened to 14 to 21 days. 
Skin reactions were never observed. On an average 

15 treatments were necessary, making the duration 

of the treatment 4 to 5 months. 

According to the author’s experience, réntgen 
treatment should become the predominant treat- 
ment for tubercular lymphoma, and should come 
into much more general use than it is at present. 

AMSTAD. 
ELECTROLOGY 
Holmes, G. W.: Some Experiments in Standard- 
ization of Dosage for Réntgen Therapeutics. 
Am. J. Réntgenol., 1914, i, 208. 
By Surg., Gynec. & Obst. 

The author, being unsatisfied with present meth- 
ods of measuring X-ray dosage, has conducted ex- 
periments to determine whether the chemical and 
biological effects of the X-ray bear a fixed relation 
to the amount of electrical energy put into the tube. 
He used an apparatus giving a non-fluctuating and 
measurable voltage of any gradation between 10 and 
8o kilo volts. The attempt was to find the required 
electrical energy at the tube terminals which would 
produce an erythema of the skin at a known distance 
in a known period of time. He finds this energy to 
be the same for all tubes having a target of the same 
material, regardless of the vacuum of that tube. 
Also it is immaterial whether this energy is pro- 
duced by a high voltage and low amperage or vice 
versa, the wattage being the factor which deter- 
mines the dose. Thus the author tinds the same 
chemical and biological effects, for instance, with 40 
kilo volts and 5 amp. as with 8o kilo volts and 2! 
amp. at the same distance and for the same period of 
time. This is in direct contradiction to accepted 
opinion, as it is generally believed that an erythema 
will be produced quicker with a low vacuum tube 
than with a high vacuum tube, milliamperage, dis- 
tance, and time of treatment being the same. The 
author produces an erythema of the skin with his 
apparatus, tube at a distance of 1o inches from the 
skin, in 3000 kilo volt-milliampere-minutes. The 
result is practically the same whether the voltage 
on the tube terminals is 40, 50, 60, 70, or 80 kilo 
volts. The penetration of the rays given off is of 
course different for each reading. 

Comparisons were made between the author’s 
method of measurement and the Sabouraud pastille. 
The latter was found to record less than a dose when 
low voltage was used and more than a dose when 
high voltage was used. The author emphasizes 
the well-known fact that the Sabouraud pastille is 
only accurate for tubes of medium penetration, 6 to 
7 Benoist. The author concludes that the results 


obtained by his method seem more accurate and 
W. W. Grier. 


easily applied than any other. 
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Abbe, R.: The Efficiency of Radium in Surgery. 

Ohio St. M. J., 1914, X, 461. 

By Surg., Gynec. & Obst. 

Abbe gives his estimate of the efficiency of radium 
treatment after eleven years’ experience. He believes 
that radium is not a destructive, but a constructive, 
force and he says of it: ‘‘ This is a stimulating force, 
recognized first in its effect on plant life, and later 
brought into use to explain some of the phenomena 
of its influence on tumors.” 

The facts are: (1) Radium retards seed growth. 
(2) Radium represses animal life as shown by experi- 
ments with worms. (3) Radium causes irritative 
spinal meningitis in mice. (4) Radium causes the 
disappearance of epitheliomata of the face. (5) 
Radium technique is exceedingly varied and not 
standardized. (6) Radium (and réntgen rays) 
cures skin epitheliomata, while surgery only removes 
them. (7) Radium cures the disease, whereas 
surgery only cures the patient. 

The selective action of radium is proved by results 
in treating — 

1. Myeloid sarcoma. Of this Abbe has ten cured 
cases, some of which had been previously treated 
by Réntgen rays without result, but readily dis 
appeared under radium treatment. 

2. Round-cell sarcoma of the parietal bone. Ue 
cites a case of a tumor, the size of a man’s hand, 
which was cured by the insertion of a silver tube 
containing 100 mg. radium, through the tumor in 
two places, the tube remaining in situ cight hours 
in each place. The tumor was gone in three months 
“all but the thickness of blotting paper, which 
showed a remnant of the same cells, entirely inert, 
in the fibrous stroma.” 

3. Papilloma. Papillomata in any part of the 
body disappear uniformly after thirty minutes of 
radium influence. This treatment is of utmost 
importance in papilloma of the larynx. bbe has 
treated a dozen such cases successfully. 

4. basal-cell — epitheliomata. Radium’s 
repressive action is here shown by immediate retro- 
gression which is permanent over the ten-year limit. 
(Number of cases of ten-year cures occurring in 
cleven years not stated.) 

Myoma. A scries of cases is reported, in which 
one or two intra-uterine applications of radium 
have been followed by progressive shrinkage, as if 
the disturbed cell reproduction had been corrected. 

Radium fails in 

t. Spindle-cell sarcoma. Instances of tumors of 
this type are found in the temporal bone, tibia, 
femur, radius, and popliteal space. Radium pro 
duces no retardation in the growth, nor any demon 
strable microscopic change in the tumor cells. 

2. Squamous-celled epithelioma. This type is 
characterized by rapid lymphatic involvement. 

Discrimination in the choice of cases for the use 
of radium is therefore essential. Abbe’s observa- 
tions lead him to believe that if epitheliomata of the 
uterine cervix, of the follicles of the gastric mucous 
membrane, of the mammary duct follicles, and of the 
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follicles of the rectal mucous membrane, could be 
treated by radium before they extend into the walls 
of these viscera, they could be cured. 

Among the large number of hopelessly advanced 
cases which have been submitted to radium treat- 
ment, it is no small tribute to radium’s power to be 
able to say that one-tenth of these active cases 
showed retardation ‘‘and one-third, in time, added 
to the expectation of life.” 

Radium is not a specific. Its action is confined to 
a radius of perhaps a quarter of aninch. To destroy 
large masses, many tubes must be placed throughout 
the tumor. This treatment will be followed by 
necrosis and more or less toxamia—never serious, 
and followed by excellent repair. Post-operative 
radium treatment promises a material advance. This 
principle, enunciated by Wickham, is one of killing, 
and safely leaving, a small remnant of malignant 
tumor. Abbe has one case in which he left a thin 
layer of cancer which had grown to the wall of the 
carotid artery. This remnant was radiumized, and 
the patient has been well for over five years. 

The most definite good effect of radium is the 
blocking of all vessels, nourishing the growth by a 
process of endarteritis, as shown in capillary or 
angiomatous nevi — cheloid. 

Abbe believes that not the least important réle 
played by radium is in its special influence in causing 
retrograde in hypertrophic glandular structures like 
thyroids, lymph adenomata, lymphosarcomata, 
parotids, etc. This widens the important field of its 
usefulness. He states that he has treated half a 
hundred goiters of all varieties by radium alone, 
and has seen complete disappearance in a few cases, 
and checked the growth in many. He thinks the 
ideal treatment for most troublesome cases is 
thyroidectomy, but that there is a large proportion 
of goiter patients either not greatly annoyed, or 
who are unfit for surgery, who would be benefited 
by radium treatment. Artuur F. Ho pine. 


Von Eiselsberg: Experience in the Treatment of 
Malignant Tumors with Radium and Réntgen 


Rays (Erfahrungen bei Behandlung maligner 
Tumoren mit Radium und_ Réntgenstrahlen). 


Deutsche Gesellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
Even with the most critical judgment of the effect 
of radium and réntgen rays it cannot be denied that 
some very surprising results have been obtained. 
Radiotherapy is one of the most interesting problems 
of recent years, a final decision in regard to which 
cannot be made for some years to come.  Pro- 
phylactic irradiation with radium, that is, treatment 
after an operation to avoid recurrence has appar- 
ently been of great value in many cases. In a case 
of incomplete operation for carcinoma of the upper 

jaw it certainly had a marked effect. 
In a case of carcinoma of the tongue recurrence 
was probably hastened; in two cases the use of ra- 
dium had no effect. It should be used for curative 


purposes only in inoperable tumors; the results are 
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the most favorable in basal-celled carcinoma; in 9 
cases there were 7 recoveries. He also had good 
results in a carcinoma of the tongue, in a round- 
celled sarcoma of the axilla, and in a carcinoma ot 
the thyroid, all of which were inoperable. 

One cannot be certain of recovery for a long time, 
for in some cases after a temporary improvement 
the tumors grew worse. A carcinoma of the rectum 
that had been treated with radium could not be 
found on autopsy, but there were metastases in 
other organs, as well as a perforation of the small 
intestine from adhesion of two loops of intestine, due 
to the effect of the radium. The author saw similar 
by-effects of radium in three or four cases of car- 
cinoma of the oesophagus. In all the cases there was 
improvement, insofar as the stenosis dilated, but in 
three cases there were secondary contractions above 
that caused by the carcinoma, which were due to 
radium burns. The technique of radiotherapy must 
therefore be markedly improved, for the effect of 
radium is not elective; it destroys not only diseased 
but healthy tissue. And when a tumor cannot be 
operated upon surgically on account of intimate 
adhesions to important organs, it cannot be treated 
with radium either. For example, a vessel passing 
through a tumor will be destroyed by radium, and 
hemorrhage will follow. He points out also the 
severe cachexia caused by absorption after radium 
irradiation, and the differences in the reaction of 
different kinds of tumor to radium. Further prog- 
ress can be made only by improvement in tech- 
nique and determination of correct dosage. The 
author has also treated many tumors with réntgen 
rays. Here, too, prophylactic irradiation after 
operation has had very good results. A primary 
tumor of the testicle had been operated on with 
metastases in the abdomen, which disappeared 
under the action of réntgen rays. Large doses must 
be used, and care should be taken to avoid injuries 
of the skin. Réntgen rays should not be used as a 
substitute for operation. They should only be 
used in inoperable cases or for prophylactic treat 
ment after operation. 

WENDEL, of Magdeburg, reported too cases in 
which he used radiotherapy. They were all in 
operable tumors except one case, a physician with 
carcinoma of the tongue who wished to have it 
treated in this way. He uses radiotherapy only 
under control of the eye, that is, only in superficia! 
tumors or in deep ones that have been laid bare by 
operation. They have an elective effect to the 
extent that tumor cells are destroyed seven time- 
as easily as normal ones. He recommends the us: 
of large amounts of radium at long intervals. Thi 
different kinds of tumors react in different ways 
He demonstrated four cured cases of inoperabl: 
tumors: a carcinoma of the parotid, a sarcoma of th: 
tonsil, operated on 7 years ago with recurrence i! 
the tongue, and a carcinoma of the tempora 
region. 

Wicms, of Heidelberg, stated that prophylacti: 
radiotherapy seemed to give excellent results, an: 
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that metastases in the glands seemed to be specially 
adapted to irradiation, because they offer partic- 
ularly favorable conditions for autolysis. 

SPALITZER, of Vienna, has treated a large number 
of cases at the Vienna general hospital with réntgen 
rays alone, and points out that only large doses are 
successful. Operable tumors should be operated on. 

KEYSSER, of Jena, reported favorable results of 
radiotherapy in two cases of sarcoma. 

TILLMANN, of Cologne, thinks it doubtful whether 
the effect of the rays is elective, as different kinds of 
carcinomata react very differently to the rays. 

Miter, of Rostock, proposes to follow the old 
custom of speaking of a carcinoma as cured only 
when it has been free from recurrence for five years. 

Krovic, of Freiburg, pointed out that gyne- 
cologists treat operable cases also with radium and 
réntgen rays, and that inoperable cases may be 
rendered operable by radiotherapy. He reports 
successful results and prefers réntgen rays. 

WERNER, of Heidelberg, reported 286 cases of 
carcinoma treated with mesothorium. In super- 
ficial carcinomata there was improvement in 88 per 
cent, in deep tumors in 40 per cent. Among 37 
cases of carcinoma of the stomach 3 remained well 
for longer than a year after deep irradiation. Of 
17 cases of carcinoma of the esophagus 10 cases 
were improved for more than six months, only one 
for longer than a year. 

HrEyMANN, of Breslau, reported inoperable cases 
of carcinoma of the uterus treated at the Breslau 
clinic and described the technique in use there. 
They use a combination of high doses of réntgen 
rays and mesothorium. Also in inoperable cases of 
carcinoma of the cervix, which were prepared for 
operation by irradiation, the putrid discharge was 
stopped. Therefore the prognosis of this treatment 
has become better. 

WARNEKROSS, of Berlin, reported that in Bumm’s 
clinic, as they did not have the necessary amount 
of radium for successful radium treatment, large 
dosages of réntgen rays were used with good results. 
Even with large doses there was no skin burned. 

Krause, of Berlin, stated that in Bier’s clinic 
prophylactic réntgen treatment after operation 
was used with especially good results in carcinoma 
of the breast. In two cases there was recurrence 
at a place the rays did not touch. 

Pertues, of Tiibingen, reported a case of car- 
cinoma of the lip cured by réntgen rays in 1904. 
It has been under observation for more than five 
years and there has been no recurrence. 

HEIDENHAIN, of Worms, stated that, in his opinion, 
there is a great difference in the biology of the 
different kinds of carcinoma, and the good results 
obtained in one kind of carcinoma cannot be 
assumed to follow in other kinds. For example, in 
autopsies on women who have died of carcinoma of 
the uterus it has been found that in a third of the 
cases there were no metastases. Perhaps that is 
why the gynecologists have reported such good 
results from radiotherapy; while in 97 per cent of 
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the cases of carcinoma of the mammary gland there 
is involvement of the glands of the axilla and 
generally an infection of the entire mammary gland 
and of the lymph-vessels traversing the pectorals. 
In these cases, only radical operation is etiective. 
Von EISELSBERG, of Vienna, also pointed out 
the necessity for amputation of the breast in even 
the smallest carcinoma. KATZENSTEIN. 


MILITARY AND NAVAL SURGERY 

Sanitary Service and Military Surgery on the Hos- 

pital Ships during the Campaigns in Lybia and 

Agiia (I servizi sanitari e la chirurgia di guerra 

durante la campagna di Libia e d’Egeo sulle navi- 

ospedale e negli ospedali dipartimentali). Roma: 
Ministero d. marina, tor3. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The two hospital ships The King and The Queen of 
Italy were most thoroughly prepared for the treat- 
ment and transportation home of the sick and 
wounded; the operating rooms were models —rént gen 
cabinets, bacteriological laboratories, etc., being 
provided. Some of the wounded were brought on 
board immediately after battle, some a few days 
later, so that the ships served as places for the first 
dressing of wounds and also as field hospitals. 

Four hundred wounded men were treated on the 
King of Italy, and while it would be impractical to 
go into the details of the histories of the cases, the 
following points brought out by Chief Surgeon 
Rosati may be mentioned. Only tincture of iodine, 
hydrogen peroxide, and ichthyol glycerine were 
used as antiseptics. 

The treatment of wounds was extremely conserva- 
tive, even when there was extensive destruction of 
bone. Among the 400 cases there were only three 
amputations, and the results were excellent. Gun- 
shot injuries of the skull, according to Rosati, cannot 
be operated upon quickly enough; in perforating 
injuries of the thorax all operation is contra-indi- 
cated; and in gunshot injuries of the abdomen, 
laparotomy should, as a rule, not be performed, 
because severe cases cannot be operated upon soon 
after the injury on account of shock, and slight in- 
juries get well without operation. The question of 
laparotomy must be decided in each individual case. 

On the Queen of Italy 1,323 wounded men were 
treated; the results here too were excellent and the 
surgeons, Vaccari and Crespi, followed the same 
general principles as Rosati. Operation should not 
be performed in hemothorax unless there are alarm- 
ing symptoms such as compression of the heart or 
lung on both sides in bilateral injury; puncture is 
particularly to be avoided. 

The authors also believe that operation should 
not be performed in gunshot injuries of the spine, as 
it does no good; the prognosis is bad also in perforat- 
ing abdominal injuries. Only Italian soldiers were 


treated and the wounds were inflicted by the lead 
bullets (Mauser) of the Arabians. The injury to the 
soft parts is greater with these bullets than with the 
modern jacketed bullets. 
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GYNECOLOGY 


UTERUS 

Poucher, J. W.: Two Cases of Advanced Cancer of 
the Uterus, Apparently Cured by Post-Opera- 
tive Infections. 7r. Am. Ass. Obst. @ Gynec., 
suffalo, 1914, Sept. By Surg., Gynec. & Obst. 
Poucher reports two cases of adenocarcinoma of 
the uterus in which the disease had advanced until 
the uterus was soft and broken down, and it was 
found impossible to remove all the affected parts. 
In both cases operation was followed by profuse 
sloughing and suppuration. Both cases recovered 
and have remained well since — one six years and 

the other two years. 


Dobbert, T.: Results of the Treatment of Cancer 
of the Uterus with Radium (Ergebnisse der 
Behandlung des Gebiirmutterkrebses mit Radium). 
St. Petersb. med. Ztschr., 1914, XXXiX, 97. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

In the course of 4 months 44 cases were treated 
with radium, among them 31 of cancer of the cervix. 
The irradiation was accomplished with three tubes 
containing 53. 45, and 58 mg. radium bromide. 
The filiers were gold, brass, lead, aluminum, and 
silver capsules. The greatest period of application 
at one time was 24 hours. The total duration of 
application was 6000 to 7ooo milligram-hours. Of 
the 31 cervical carcinomata, 18 were inoperable, 7 
barely operable, and 6 operable. Subjectively, there 
was marked improvement in the general condition. 
Objectively, there was rapid disintegration of the 
cancerous masses, for the most part without loss of 
blood. The infiltrations in the pelvic cellular tissue 
were less favorably influenced. In only one case 
was complete disappearance of the infiltration ob- 
served. Microscopically, the characteristic structure 
of carcinoma was no longer found after irradiation, 
but there were groups of non-viable cancer-cells of 
varying sizes. The treatment of some of the cases 
is not vet closed. 

The author draws the following conclusions from 
his experience: (1) Beginning cervical carcinomata 
may be treated by radium before operation. (2) In 
advanced cases, because of the uncertainty of radi- 
um, radical operation is to be preferred. (3) In- 
operable cancers are the best field for radium ther- 
apy. (4) Very far advanced cases are not adapted 
to radium treatment. Dorn. 


Percy, J. F.: The Treatment of Inoperable Carcino- 
ma of the Uterus by Application of Heat. 
Wed. Press @ Circ., 1914, xeviil. 165. 

sy Surg., Gynec. 


& Obst. 


The author discusses the work done by various 
experimenters in the use of heat as an agent to 


destroy cancer-cells. If what Vidal and others 
say is true, it is a rational procedure to attack can- 
cer with heat. Percy suggests a practical system 
of applying heat in otherwise inoperable carcinoma 
of the uterus. The penetration of heat by this 
method can be definitely, though perhaps crudely, 
determined and regulated. Where the malignant 
process is at all accessible, the method has almost 
no limitations. The required apparatus is not only 
easily carried, but is also inexpensive. 

Percy uses an electric heating iron, which is 
perfectly regulated by means of a rheostat. With 
this iron and his water-cooled speculum and vaginal 
dilator, a maximum penetration and dissemination 
of heat are obtained in the involved structures. 
More than this, the low degree of heat, which his 
experiments show to be more effective than intense 
heat, can be maintained accurately. This degree of 
heat does not burn up the cancerous mass, but 
merely makes it so hot that the hand of the surgeon, 
encased in a medium-weight rubber glove, cannot 
hold it. When this degree of heat is reached and 
maintained for from ten to twenty minutes, the 
cancer-cells are absolutely killed, while the normal 
tissue-cells are not injured. The important thing 
is not to convert the tissue into charcoal. The 
charcoal thus formed inhibits a further dissemina- 
tion of heat not only through the cancer mass, but 
beyond. Moreover, drainage is prevented for a 
number of days. ‘This permits the absorption of a 
larger quantity of broken-down cancer-cells than 
the average of these patients can tolerate; many of 
them die as a result of this mistaken method of 
applying heat. 

The heating iron, when used through the water 
cooled speculum, should not be hot enough to scorch 
a pledget of white cotton, if laid on the heating 
iron even for half an hour. No smoke and no 
smell of burning tissues should issue from the specu 
lum, as would occur if they were being carbonized 
The ear placed near the speculum should hear only 
a gentle simmer or bubbling, while the heating 
head is in the diseased mass. 

Cancer is destroyed when the temperature in thi 
mass is raised to 50 to 55.5° C., while the vitality o! 
normal tissues is not changed until the temperatur: 
exceeds 55 to 60° C. The basic idea, then, of thi- 
treatment is not cauterization, but the production 
and dissemination of heat in the gross primary mass 
of cancer. 

The author states that it is not always best to 
attempt to destroy, at one sitting, a large mass 0! 
carcinoma. He strongly advises against the us¢ 
of the curette, or other operative measures, for th 
reason that the heat is distributed through the 
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medium of the pathological overgrowth. 
does not encourage the extension of metastases, 


while the curette and knife do. Again, scar tissue 
is not formed after the use of the curette, but it is 
the usual sequel after the application of heat. 
The author has yet to observe the redevelopment of 
cancer in cicatricial tissue. No statistics are men- 
tioned, as they are reserved for a future paper. 
Epwarp L. CORNELL. 


Childe, C. P.: Abdominal Panhysterectomy for 
Carcimona of the Cervix Uteri. Brit. J. Surg., 
1914, li, 110. By Surg., Gynec. & Obst. 

The only objection that can be urged against 
Wertheim’s operation and the only point in which 
it compares unfavorably with vaginal caesarean 
section is in its primary mortality. This, of course, 
is important. At the same time, in a disease so 
certain to return unless completely eradicated, it is 
worth while running an increased primary risk for 
an additional chance of cure. The author believes 
that it is only a matter of time, work, and experience 
to bring down the primary mortality of abdominal 
hysterectomy very nearly, if not quite, to that of 
the vaginal operation. The author describes an 
operation with the object of reducing the primary 
mortality. It is a modification of the Wertheim 
operation. 

As a preliminary, each case is examined under an 
anesthetic, the cervical canal being dilated, if 
necessary, to locate the cancer. The motility of the 
uterus, the infiltration along the parametrium, the 
implication of the bladder and rectum, and the 
wisdom of recommending the operation are thus 
ascertained. A portion of the growth is obtained. 
If a growth is found in the vagina, it is thoroughly 
curetted and the cavity of the ulcer gone over with 
the Paquelin cautery. 

About one week later the second operation is 
performed. This consists of a vaginal and abdominal 
stage. The base of the ulcer is curretted and cauter- 
ized. The vagina is dried and painted with tincture 
of iodine, after which it is closely packed. The pack 
is withdrawn later before the vaginal clamp is ap- 
plied, with the result that when the vaginal canal 
is cut across, not a drop of discharge is seen. 

The abdominal stage is on Wertheim’s lines up 
to a certain point; i. ¢., the ovarian vessels are tied, 
the round ligaments crushed, the ureters isolated, 
and the uterine arteries ligated. The bladder and 
rectum are separated from the cervix and vagina 
until a couple of inches of vaginal tube are denuded. 
The remainder of the operation differs from Wert- 
heim’s. ‘The author’s clamps are now used. Those 
for the parametrium are strong crushing clamps, 
furnished with broadly serrated blades, and curved 
so that they fit the parametrium snugly at the 
pelvic wall. They have strong, flat, looped handles. 
One is placed on each side of the uterus, the point 
reaching the side wall of the vagina, and pressed so 
that the parametrium is crushed thoroughly. The 
latter is then cut on the uterine side close to the 


blade. ‘The clamps are left on. The vaginal pack 
is withdrawn and the vaginal clamp, similar to that 
above described, applied. The vagina is cut across 
and the uterus removed. Paqeulin’s cautery is then 
applied to the cut edges. The clamps are removed 
and the peritoneum is closed in the usual manner. 
Four ligatures only are employed, one for each 
ovarian and each uterine artery. 

The following advantages are claimed for the 
operation: 

1. It greatly simplifies the most difficult stage. 
The parametrium needs no ligatures. 

2. The operation is shorter. 

3. Clamping and cauterizing is a safer hamo- 
static method. 

4. Cancer-cells in the cut edges are destroyed. 

5. No tissues are strangled in a ligature, and the 
pelvic wound is in an ideal condition for rapid 
healing. 

During the past twenty months the author has 
operated eighteen cases. In no case has there been 
any hemorrhage. In the only fatal case the rectum 
was implicated and was opened during operation. 
The operation was long and the patient died of 
exhaustion in twenty-four hours. The post-mortem 
showed no hemorrhage. Primary union took place 
in all but two cases, but both patients made good 
recoveries. No vaginal douching was needed. 

Epwarp L. CorNeELL. 


Nagy, T.: A Sarcoma of the Uterus following 
Infectious Granuloma (Uber cin Sarkom der 
Gebiirmutter, entstanden auf Grund einer infektio- 
sen Granulombildung). -trch. f. Gyndk., 1914. cii, 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

A short critical review is given of the different 
methods of classifying sarcomata. A detailed de- 
scription is given of the clinical, microscopical, and 
macroscopical findings in a sarcoma of the uterus, 
that developed from an old infectious granuloma. 

In the differential diagnosis between tuberculosis 

and syphilis, the author decided in favor of the 

latter, because, aside from the fact that there was no 
typical tubercle formation, there were more plasma- 
cells than epithelial cells; and, moreover, in the 
tissue necrosis, traces of the tissue structure could 
be recognized, and there were no signs of caseation. 

After reviewing the scanty literature concerning 
tertiary syphilitic diseases of the uterus, the author 
comes to the following conclusions: 

1. Tertiary syphilitic disease of the uterus is 
characterized by plasma-cell infiltration of the 
muscle-tissue, endovascular and perivascular pro- 


liferation, Langhans’ giant-cells, and extensive 
tissue necrosis. 
2. The glandular epithelium of the uterine 


mucous membrane may be replaced by many- 
layered non-horny pavement epithelium of benign 
character, which can be explained only as having 
arisen from indirect metaplasia. In these processes 


the syphilitic disease plays only the same etiological 
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part as any other pathological process that involves 
disturbance of the tissues. 

3. The endovascular proliferation of the intima 
may undergo malignant blastomatous transforma- 
tion, and tissues may then arise from it that, in 
accordance with the law of specificity in tumor 
formation, present the picture of angiosarcoma. 

ALTSCHULER. 
Jansen, H.: Connection between Myoma and 
Carcinoma of the Body of the Uterus (Uber 
gleichzeitiges Vorkommen von Myom und Korpus- 
carcinom am Uterus). Pelersb. med. Zischr., 1914, 
XXXI1X, IIL. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Statistics show that carcinoma of the body of the 
uterus is much more frequent in the myomatous 
than in the non-myomatous uterus, about three per 
cent in the former to two per cent in the latter; also 
that the proportion of carcinomata of the body to 
those of the cervix is much greater in the myoma- 
tous uterus. Therefore, there must be some connec- 
tion between myoma and carcinoma of the body of 
the uterus. The view that has been most held 
heretofore is that the myoma causes endometritic 
changes in the mucosa of the uterus, which forms a 
favorable ground for the development of carcinoma; 
the so-called adenoma diffusum was regarded as a 
characteristic affection of the mucous membrane in 
myoma. 

From a study of the manifold and frequently 
contradictory histological findings in the older and 
the more recent literature, the author comes to the 
conclusion that there is no form of endometritis 
that is characteristic of myoma. In the majority 
of cases, to be sure, there was a more or less hyper- 
plastic condition of the mucous membrane, but a 
recent work of Ivase is of especial significance; he 
points out that the hypertrophy of the mucous mem- 
brane in the myomatous uterus is, to some extent, a 
product of the hyperemia caused by the myoma and 
the more energetic growth of the mucous membrane 
because of it, but that it is also in part a result of 
the phase of menstruation at the time the examina- 
tions were made. At any rate we must give up the 
idea of carcinomatous degeneration of an adenoma 
diffusum caused by the myoma. ‘The only thing 
that can be deduced from the statistics is that 
myoma favors the development of carcinoma, 
because of the hyperamia caused by the myoma and 
a chronic inflammatory irritation. ADOLPH. 


Pyometra and Abscess of the Uterus 


Lejars, F.: 
Semaine meéd., 


(Pyom¢étrie et abscés de l’utérus). 
IQI4, XXXIV, 229. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Two kinds of abscesses of the uterus can be dis- 

tinguished: those of the cavity and those within the 

walls. The former are what were originally called 

pyometra. They are always caused by atresia of 


the cervix, which may be congenital or acquired. 
The retained blood or secretion becomes infected. 
The most frequent causes of atresia in later life are 
the so-called senile atresias, myoma, and carcinoma. 
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Occasionally, endometritis may cause obliteration 
of the cervix because of swelling of the mucous 
membrane, inflammatory adhesions, etc. All these 
forms of pyometra develop very slowly, but may 
reach considerable size, and occasionally may 
rupture into the neighboring organs, or in the worst 
cases into the abdominal cavity. In old women 
secondary changes in senile prolapse often cause 
pyometra. If gas-forming bacteria gain entrance, 
pyophysometra follows. 

Mistakes in diagnosis are very frequent; hence 
inappropriate methods of treatment are chosen, 
such as abdominal or vaginal total extirpation. 
Pyometra may appear during the puerperium; if so, 
it is generally in the form of intraparietal abscesses 
and in very severe cases may lead to the so-called 
metritis dissecans. During the puerperium multiple 
small, or solitary large, abscesses may be established 
in the walls of the uterus. Frequently abscess of 
the uterus is associated with perimetritis or parame- 
tritis. Thrombophlebitis of the uterine or hypogas- 
tric vessels is a severe complication. KNoop. 


Novak, E.: The Pathologic Physiology of Uterine 
Bleeding. J. Am. M. Ass., 1914, lxiii, 617. 
By Surg., Gynec. & Obst. 

Novak calls attention to the fact that up to the 
present time the study of uterine hemorrhage has 
been almost wholly along anatomical rather than 
physiological lines. Heretofore, speculation and 
indefinite conjecture have been the outcome of 
most of the investigation as to the physiological 
causes of uterine bleeding. 

Following are the most important points in the 
author’s summary: 

1. Menstruation —a physiological phenomenon 
— should be the fundamental starting point in a 
study of the causes of pathological uterine bleeding. 

2. The factors concerned in normal menstruation 
are: 

a. An ultimate cause, situated in the ductless 
gland chain — the ovary being the most important 
in this relation. 

b. A nervous mechanism, essentially vasomotor 
in character. 

c. The pelvic organs, particularly the uterus 
and its lining membrane. 

3. The causes of abnormal uterine bleeding 
may therefore be grouped as: 

a. Fundamental, involving disturbances of the 
internal secretions. 

b. Nervous, exerting their effect mainly through 
the vasomotor nerves. 

c. Anatomical, in which the structural changes 
are present in the uterus or other pelvic organs. 

4. There is good reason to believe that much 
light will be thrown on the fundamental causes of 
uterine bleeding by clinical methods of study which 
are based upon the relation known to exist between 
the ductless-gland apparatus and the vegetative 
(sympathetic and craniosacral autonomic) nerve 
system. Harvey B. MAtrHews. 
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Kelly, H. A. and Burnam, C. F.: Radium in the 
Treatment of Uterine Hazmorrhage and 
Fibroid Tumors. J. Am. M. Ass., 1914, Ilsiii, 
622. By Surg., Gynec. & Obst. 

Kelly and Burnam divide pathological uterine 
bleeding into four groups, as follows: 

1. Bleeding uteri without demonstrable lesions — 
the so-called myopathica hemorrhagica. 

2. Bleeding uteri in young girls—the cause 
of which may fall into those in group one or three. 

3. Bleeding uteri from polypoid endometrium; 
i. e., polypoid endomeiritis. 

4. Bleeding myomatous uteri. 

The four groups of cases have received radium 
radiation according to the technique as planned by 
the authors, and a table of their results for each 
group is given. 

From their studies thus far with radium, the 
following conclusions may be drawn: 

1. Inthe classes of cases cited, radium completely 
and permanently controls uterine haemorrhage. 

2. The rays have a specific and direct action upon 
fibroid tumors, causing them to disappear complete- 
ly or be greatly reduced in size. Furthermore, it 
does not destroy the ovaries. 

3. Radium can bring about a complete amenor- 
rhoea at any age. 

4. The menopausal symptoms which follow the 
amenorrhcea are absent in 50 per cent of cases, and 
mild in nearly all of them. 

5. Intra-uterine radiation, in contradistinction 
to cervical or vaginal, is the method of choice. 
Abdominal radiation in conjunction may add to the 
rapidity of the results. 

6. Radium radiation is preferable to surgical 
procedures in the vast majority of cases. If radium 
fails, surgery may have a chance, and there can be 
no harm in the waiting. 

7. Radium is preferable to the réntgen ray, 
because it is simpler of application, acts more 
rapidly, and it acts on the uterus with more in- 
tensity than upon the ovaries. 

Harvey B. Matruews. 


Seredey and Lemaire, H.: Treatment of Dysmenor- 
rhoea (Behandlung der Dysmenorrhée). Allg. Wien. 
med. Zlz., 1914, lix, 190. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author discusses the treatment of the different 
forms of dysmenorrhcea as follows: 

t. During the attack he advises hot baths, 38° to 
38.5° for 30 to 40 minutes, if necessary two or three 
times in 24 hours; rest in bed, soothing applications 
to the abdomen, wet hot compresses; suppositories 
of belladonna, chloral, antipyrin, or laudanum; 
fluid extract of senecin 20 drops every one or two 
hours. 

2. During puberty, a simple diet is recommended. 
Fat and highly seasoned foods, game, mussels, sea- 
iood, tea, coffee, and alcoholic drinks are forbidden. 
In many cases organotherapy is advisable: ovarian 
extract and extract of corpus luteum, combined, 


NECOLOGY 


639 


if there is insufficiency of the thyroid with thyroid 
extract — 0.005 to 0.05; if there is hyperthyroid- 
ism and slight insufliciency of the hypophysis, with 
hypophysis preparations. 

3. Ovarian dysmenorrhoea in mature women is 
treated by ovariotomy or resection of the diseased 
ovaries. 

4. In women in the menopause, apiol, hamemelis 
virginica, hydrastis-canadensis, viburnum_ pruni- 
folium, piscida erythrina, and cannabis indica are 
used. 

5. In dysmenorrhcea of uterine origin, from 
aplasia, and flexion of the uterus, polyglandular 
treatment, massage, and pelvic gymnastics are 
beneficial. Sometimes dilatation with laminaria 
tents is used. Sometimes hydrotherapy and thermal 
baths and sometimes operation are resorted to. 

6. Membranous dysmenorrhoea is benefited by 
the insertion of methylene blue powder in the uterus, 
and after dilatation, painting with iodine or curet- 
tage. SCHAFER. 


Keiffer, H.: Is There a Myometrial Gland in the 
Human Uterus (Evxiste-t-il und une glande 
myométriale dans uterus humain)? et bull. 
Soc. roy d. sc. méd. et nat. de Brux., 1914, Ixxii, 26. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Ancel, Bouin, and other investigators found a so- 
called myometrial gland first in the uterus of preg- 
nant rabbits, then in guinea pigs and in rats and 
mice. Keiffer then undertook to find out whether 
one existed in the human uterus. With this in 
view, when performing casarean section in 7 cases, 
he cut small strips from the uterus along the in- 
cision and examined them. He found that the 
modifications in the smooth muscle fibers were 
similar to those in the pregnant guinea pig’s uterus, 
and that they appeared and disappeared at the 
same period of pregnancy as in rabbits, guinea pigs, 
and other animals. The process of degeneration was 

a cytolysis. WEIMER. 


Jacobs: Genital Prolapse (Le prolapsus génital). 
Bull. Soc. belge de gynéc. et dobst., 1914, XXiv, 400. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

In genital prolapse, in agreement with Martin’s 
work, the author also distinguishes a suspending and 
a supporting apparatus and attaches the greatest 
importance to the ligaments, while most authors 
attribute it to the muscles. Rectocele is regarded 
as a consequence of weakness of the rectovaginal 
tissue. 

1. Defectiveness of the suspensory apparatus is 
manifested as (a) cystocele and prolapse of the 
bladder, in which a successful operation, besides 
narrowing the vagina, must supplement or strength- 
en the atrophic tissue; (6) hernia of the vesico- 
uterine pouch and anterior vaginal enterocele, in 
which the operation consists of the pushing back of 
the excision of the peritoneal sac; (c) prolapse of the 
uterus, seldom appearing alone, but in conjunction 
with cystocele, anterior and posterior enterocele, 
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and rectocele; and (d) hernia in the recto-uterine 
pouch, rarely alone, but generally in connection 
with descent and prolapse of the uterus — in severe 
degrees there is also prolapse of the posterior wall 
of the vagina. 

2. Defectiveness of the supporting apparatus is 
manifested as (a) prolapse of the posterior wall of 
the vagina, which is treated by excision and suture; 
(b) elongation of the cervix, in which the os is visible 
in the vulva, and finally there is total prolapse, 
metritis, and hypertrophy of the whole uterus — 
treated by amputation of the cervix and perineor- 
rhaphy; (c) secondary prolapse of the bladder and 
uterus, in primary failure of the suspensory liga- 
ments — any form of myorrhaphy being generally in 
vain here on account of the atrophy of the ligaments. 

3. Rectocele due to weakness of the rectovaginal 
septum. In this, no method of operation, not even 
suture of the levator, can replace lost tissue. Resec- 
tion of the prolapsed part of the rectum can be tried. 

The conclusions are that the chief part of the work 
of holding the genital organs in place falls on the 
suspensory apparatus. As both suspensory and 
supporting apparatus are generally deficient, com- 
bined methods of operation are indicated. 

PONFICK. 


Hance, T. B.: Retroversion of the Uterus, and the 
Sling Operation. Jndian M.Gaz., 1914, xlix, 263. 
By Surg., Gynec. & Obst. 

The author advocates what is known in this 
country as the Webster round-ligament operation 
for retroversion from any of the following causes: 
puerperal, inflammatory, or mechanical. This 
‘sling’? operation is often combined with shortening 
of the uterosacral ligaments and the ovarian liga- 
ments. 

The puerperal cases may be corrected, if rec- 
ognized within the first six weeks following labor, 
without operation by the use of an Albert-Smith 
or Hodge pessary and uterine tonics, as calcium 
lactate or ergot. ‘‘Should recurrence take place 
after a two months’ trial,” operation is advisable. 

The mechanical cases of retroversion may arise 
from chronic constipation, a bladder chronically 
overdistended, or some abdominal or pelvic tumor. 

Brief case reports of 29 cases helped by this opera- 
tion done by Bell, are given at the end of the article. 

EUGENE Cary. 


Willmoth, A. D.: Prolapse of the Uterus and Its 
Treatment. Lancet-Clin., 1914, exlii, 9. 
By Surg., Gynec. & Obst. 

Willmoth emphasized the fact that the uterus is 
not supported and held in place by ligaments, but 
that it is supported by the entire pelvic floor, of 
which the ligaments are only a part. 

The uterus is a balanced organ and can be dis- 
placed if the weight of the uterus is increased or the 
carrying power of the supports lessened, or where 
adhesions cause traction by pulling the uterus 
backward, or by increase of the intra-abdominal 
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pressure, or by sudden force, as from a fall, causing 
an acute prolapse. Another class of causes is 
traction from below as vaginal cicatrices, falling 
of the pelvic floor, abnormally short vagina from 
any cause, and cervical and vaginal tumors. 

The descent of the uterus is of three degrees: 

The first degree is where the uterus is found in 
extreme retroversion. 

The second degree is where the cervix descends 
to the vulva. 

The third degree is where the uterus protrudes 
partially or wholly from the vulva. 

The development of prolapse is insidious and the 
symptoms are usually referable at first to other 
organs as bladder, rectum, or pains in the pelvis 
and extending to the thighs. Menstruation in the 
first stage is increased but gradually diminishes. 

The treatment may be classed under four heads: 
(1) hygiene; (2) pessaries; (3) general and local 
treatment; (4) surgical operations. 

The first includes proper dress, food, and regular 
habits. The author says that he has had many 
pleasing results from the use of a properly fitted 
pessary. He places pregnancy under the head of 
general and local measures and states that with 
considerable rest in bed after delivery (6 to 8 weeks), 
a moderate prolapse may be cured. He also advo- 
cates the knee-chest position several times each day. 

From an operative standpoint, Willmoth advises 
an external operation on the round ligaments in 
young women with a shortening of the uterosacrals 
in a small per cent of the cases. In middle-aged 
women, the exact condition of whose pelvic viscera 
is not known, he uses the modified Gillian operation. 
In women near the menopause he advises supra 
vaginal hysterectomy with an elevation of the 
remaining cervical stump. EUGENE Cary. 


Jellett, H.: The Relation of Theory and Practice 
in the Operative Treatment of Genital Pro- 
lapse. Canad. M. Ass. J., 1914, iv, 661. 

By Surg., Gynec. & Obst. 


In the past, the frequent failure of operative 
treatment of prolapse has been due to two causes. 
The first of these is an insufficient anatomical! 
knowledge of the relations and supports of the 
uterus, and the second is a desire to find a panacea 
which will be suitable for every case. There are 
two cardinal points that should be remembered in 
considering the treatment of prolapse: (1) That 
the exact lesions present differ to a very material 
degree in different cases; and (2) that any treat 
ment, to be successful, must follow such lines as 
enable the operator to alter and modify its details 
in order to suit the special lesions and complications 
of each individual case. The knowledge of anatomy 
is therefore essential. This must be gained not 
alone in the dissecting room but in the examination 
of the living. 

The vagina is supported below by the levator 
ani muscles. It is fixed to the pelvic wall by the 


vaginal suspensory ligament and supported by its 
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attachments to the cervix and by parts of the 
endopelvic fascia. The uterus is supported by its 
vaginal attachments, by the uterosacral ligaments, 
and by the different layers of the endopelvic fascia 
which pass into it laterally and anteriorly. The 
indirect support of the uterus is the pelvic floor, 
and this is of considerable importance. The author 
then takes each of these up and discusses them in 
detail. 

Injuries accompanying labor affect both the direct 
and indirect supports. Deep tearing of the perine- 
um destroys the slight attachments of the levator 
ani muscles to the central point of the perineum and 
so allows its lateral bands to diverge outwards, 
while actual tearing of the muscle itself destroys 
the continuity of its inner edge. The result is 
that the lateral bands are widely separated, and 
there is nothing to prevent the anterior or posterior 
vaginal wall from bulging directly down through 
the vaginal orifice. Once the support of the lower 
part of the vagina is lost, there is a tendency for the 
middle part also to descend, because the posterior 
and lateral walls, instead of resting on the levator 
muscles, are unsupported, and have their pull trans- 
mitted directly to the suspensory fascia. The 
author thinks that this progressive inversion is 
seldom seen clinically. What happens, rather, is 
that first the lower part of the vagina protrudes, 
then the vaginal fornices lose their support and 
descend, and finally, as a result of continued trac- 
tion, the middle portion descends also. The first 
direct step in uterine prolapse is backward dis- 
placement. The weight of the uterus is thus trans- 
mitted to its vaginal attachments and to the endo- 
pelvic fascia, both of which are entirely unsuited 
to resist a direct strain. 

Uterine prolapse is the result, in most cases, of 
an initial fault, which, by altering the normal strain 
to which the suspensory mechanism of the uterus is 
intended to be subjected, throws the elements of 
that mechanism out of sympathy with one another. 
This is the most essential point to grasp in planning 
a successful operation for prolapse, because just 
as the prolapse follows initially a single fault, so it 
will tend to recur after operation if a single weak 
point is left. Thus it is that ventral fixation, 
vaginal plastic work, and hysterectomy have failed. 
Rational prolapse operations consist of three parts: 
(1) The restoration of the normal direct support of 
the uterus and vagina so far as possible; (2) the 
placing of the uterus in such a position that it offers 
a maximum resistance to descent; (3) the removal of 
complications and associated conditions, the result 
of the prolapse. The various methods employed 
to remedy these defects are discussed. 

Jellett reaches the following conclusions: So 
long as the posterior vaginal wall is left, as it is at 
present, with its supports in an imperfect condition, 
so long must operative procedure be defective. The 
interposition operation is excellent in a suitable 
case, but it is incompatible with pregnancy. The 
restoration of the pelvic floor is, in most cases, 
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effective, but it may again be destroyed during a 
subsequent labor. The very means adopted to 
reduce an enlarged uterus to a normal size may sub- 
sequently result in producing uterine atrophy, 
and thus remove the most effective part of the 
modern prolapse operation. Epwarp L. Cornett. 


Shropshire, L. L.: 


A New Supravaginal Plastic 
Hysterectomy. 


Tex. St. J. Med., 1914, x, 168. 
By Surg., Gynec. & Obst. 

The author, having noticed that recovery after a 
hysterectomy was unnecessarily prolonged, ar- 
rived at the conclusion that the impingement of the 
nerve-trunks, supplying the uterus and its appen- 
dages, within the ligatures used in tving off the 
adnexa was largely responsible for it. To avoid 
this slow recovery and to prevent many retlex 
disturbances, which are manifest for so long a 
time after operation, the author devised the follow 
ing method of procedure: 

After the bladder is separated from the uterus 
down to the internal os, the uterus is clamped on 
either side from the insertion of the fallopian tube 
to its center at the internal os with a specially 
devised hysterectomy clamp. Using the clamp as a 
guide, the uterus is transfixed at the points of the 
clamp with a long, sharp-pointed knife, bringing the 
blade out at the fundus at the inner side of the 
clamp, making a smooth-cut surface. By drawing 
the clamps together, the two marginal cut surfaces 
of the uterus are brought in close apposition. With 
a No. 2 chromic gut suture, a needle on either end, 
the suture is started at the points of the clamps by 
passing one needle between the blades on one side 
and drawing the suture through to its center; then, 
by inserting a needle from either side, a saddler’s 
stitch is made until the top is reached, when the 


Fig. 1. (Shropshire.) Showing the clamps in place. 
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Fig. 2. (Shropshire.) Showing the saddler’s stitch as 
applied. 


sutures are tied securely. The clamps are then 
removed and a deep running suture placed on the 
anterior surface beginning at the lower end of the 
cut. This is continued over the top of the stump 
and down the posterior surface to a point opposite 
the start of the suture. With fine catgut the 
bladder is fastened to this stump. 

The author claims that this operation avoids 
tying off any of the nerve-trunks or the destruction 
of any important tissues. It is indicated in any 
hysterectomy, except for malignant degeneration. 
In cases of fibroid tumors where the special clamp 
cannot be used, the adnexa are caught between 
rubber-covered clamps in a similar manner. In 
the removal of pus-tubes, the tubes are separated 
from the broad ligaments and the clamps applied 
below them. Another great advantage is that 
there is much less danger of tying the ureter. In 
this operation the uterosacral, round, and broad 
ligaments are drawn so tightly across the pelvis 
that a perfect floor results. Epwarp L. Cornett, 


Bumm: The Uterus after Mesothorium Irradiation 
Uterus nach Mesothoriumbestrahlung).  Zéschr. 
Geburlsh. u Gyndak., \xxvi, 273. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
Examination of the uterus of a woman who had 
come to the hospital five or six weeks before with an 
extensive carcinoma showed that there was marked 
eversion of the lips, carcinomatous crater, infiltra 
tion in both broad ligaments, severe hamorrhage, 
and fetid suppuration. After 14,000 mesothorium 
hours were given, the uterus was removed and 
macroscopically, at least, no signs of carcinoma 
could be found. RUNGE. 
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Fig. 3. (Shropshire.) Showing appearance of the 
stump aiter the running suture is made. 


ADNEXAL AND PERIUTERINE CONDITIONS 

Schmincke: Ovarian Tumors (Ovarialgeschwiilste). 
Monatschr. f. Geburlsh. u. Gynik., 1914, XXxxix, 840. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Four cases of ovarian tumors are reported as 
follows: 

1. The first case was that of a 70-year-old woman 
with ovarian fibroma showing cystic softening. 

2. Bilateral secondary ovarian carcinoma with 
diffuse cancerous infiltration of the whole uterus, the 
parametrium, and the upper part of the vagina was 
found in a 21-year-old girl with primary carcinoma 
of the ampulla of Vater. 

3. The third case was a bilateral secondary meta- 
static cancer of the ovary with primary carcinoma of 
the breast in a 45-year-old woman. 

4. Secondary ovarian carcinoma, with primary 
ulcerated adenocarcinoma of the lower part of the 
sigmoid flexure, with lactation of the breasts, and 
with “pregnancy”’-hypertrophy of the hypophysis 
in a to-year-old virgin, caused death from diffuse 
peritonitis. In spite of the peritonitis the patient 
showed marked euphoria until shortly before death. 
Probably this cuphoria had some relation to a 
metasiasis the size of a hazelnut in the marrow of 
the frontal sinus. Lactation hypertrophy of the 
breast is very rare in carcinoma of the ovary. It 
may be assumed that substances are formed in the 
tumor which act like hormones on the abdominal 
glands and cause the production of milk in the 
mammary epithelium. ‘The cancer-cells are youth- 


ful cells of embryonic character with the production 
of a secretion that causes correlative, hyperplastic 
development of the mammary tissue, as well as 
changes in the hypophysis. 


RUNGE. 
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Mayer, A., and Schneider, E.: Disturbance in 
Function of the Ovary in Myoma of the Uterus, 
and Some Disputed Points in Regard to Myoma 


(Uber Stérung der Eierstocksfunktion bei Uterus- 
myom, und iiber einige strittige Myomfragen). 


Miinchen. med. Wehnschr., 1914, 1041. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


By the aid of Abderhalden’s dialysis, the authors 
attempted to determine whether the anatomical 
changes in the ovaries in cases of myoma, such as 
increase in thickness, cystic degeneration and 
angiodystrophy, were associated with disturbance 
in the function of the ovaries. 

The blood serum of 30 myomatous patients was 
tested as to its action on the ovaries of myomatous 
patients in the same and other individuals, as well 
as on the ovaries of patients with carcinoma, preg- 
nant women, and normal women. The ovaries of 
normal women and carcinoma patients were never 
catabolized. but of the 22 patients with myoma who 
were tested with their own serum, 20 caiabolized 
their own ovaries. The ovaries of other individuals 
were catabolized in only 50 per cent of the cases. 
This shows that, as a rule, patients with myoma 
have dysfunction of the ovaries, that there are 
active ferments in the serum and substances capable 
of being catabolized in the ovaries, but that these 
ferments are extraordinarily specific; for the fer- 
ments of the serum of a patient with myoma which 
catabolize a certain substance in her own ovary, 
will catabolize the ovary of another myomatous 
patient only when it contains this same substance. 

The authors think that the dysfunction of the 
ovary is the cause of the pathological growth in the 
uterus. This seems to be indicated by the fact that 
in the so-called early myoma, puberty begins much 
earlier than in normal cases. The c'imacteric, which 
is well known to be a period of disturbance in ovarian 
function, is the most dangerous age for myoma — 
70 per cent of the myomata observed occur from the 
fortieth to the fifty-fifth year. The frequent sterility 
of patients with myoma is also a sign of dysfunction 
of the ovary, as well as the delay in the climacteric 
in myomatous patients. The disturbance in ovarian 
function is primary. Ban. 


Sessa, P.: Changes in the Child’s Ovary in In- 


fectious Diseases (Sulle alterazionidell‘ovaio in- 
fantile nelle malattie infettive). 1914, 
XXH, 255. 


By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author examined the ovaries of children, from 
afew months to five years old, who had died of acute 
or chronic infectious diseases, and who had shown 
no clinical signs of ovarian disease. Nothing was 
perceptible macroscopically on autopsy. Micro- 
scopically there were generally more or less pro- 
nounced changes; after acute infectious diseases 
there were generally inflammatory changes in the 
cortex; in chronic diseases, such as tuberculosis, 
there were interstitial changes in the ovaries. The 
finer histological changes are described. In very 
acute infectious diseases, especially in diphtheria, 
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there were frequently degenerative cysts in the 
parenchyma of the ovary that were visible only 
microscopically. ASCHENHEIM. 


Brill, W.: The Histology of the Sympathetic in Its 
Relation to the Internal Secretion of the Ovary 
(Die Histologie des Sympathicus in ihren Bezie- 
hungen zur inneren Sekretion der Ovarien). 
chen. med. Wehnschr., 1914, \xi, 1256. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


After sketching the internal secretory tissue of the 
ovary, the follicle apparatus and its derivatives, the 
corpus lateum, and the internal ovarian glands, as 
well as the general histology and physiology of the 
visceral nervous system, the author describes the 
histological picture of its groundwork in the ovary. 
In the ovary of rabbits and mice, a visceral ganglion, 
which is regarded as the most important transform- 
ing station for all forms of stimulation tlowing into 
it, shows extensive branching of the cerebrospinal 
sympathetic fibers around the ganglion-cells and 
chromatiin-cells which fill this sympathetic ganglion 
of the ovary. Other fine terminal networks surround 
the axis cylinder processes with loose meshes, and 
the surface of the ganglion-cell with end-buds. 
These are numerous large, multipolar ganglion-cells 
with a network of neurofibrils that can be followed 
far into the axis cylinder processes, and many widely 
branching dendrites. 

The relation of the chromatiin-cells tothe ganglion- 
cells seems of especial importance from a functional 
point of view. The peripheral visceral innervation 
of the ovary, with its far-reaching efiect on the 
generative and intergenerative tissue elements, is 
also represented in its end-branches, pericellular 
end-networks with numerous varicose formations 
in the course of the nerve-fibers and at the end of the 
nerve-fibrils. 

As in other glandular organs the end-branches of 
the nerves penetrate between all the cell elements 
of the part of the ovarian tissue that is concerned in 
internal secretion. The innervation of the internal 
secretory tissue of the ovary, here represented, pro- 
vides a broad histological foundation for great inde- 
pendence on one hand, and on the other, for a far 
reaching influence of the afferent stimuli on all the 
specific functions of the ovary. RUNGE. 


Schiffmann, J.: Changes in the Ovaries after Irra- 


diation with Radium and Mesothorium (Uber 
Ovarialveriinderungen nach Radium- und Meso 
thoriumbestrahlung). Zentralbl. f. 


XXXVI, 700. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Different kinds of experiments were tried. Guinea 
pigs were used and in some cases the radium carriers 
together with the ovary were sewed into an artifi 
cially formed pocket of peritoneum, while some of 
the carriers were laid free in the abdominal cavity. 
But in either case there were extraordinarily intense 
and characteristic injuries of the ovarian tissue. 
The granulosa cells and the ovum cells were most 
injured; the mature follicles were transformed into 
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cysts; the germinal epithelium remained intact; 
and neither the interstitial cells nor the corpus 
luteum showed any constant changes. KisTer. 


Pirami, E.: The Adnexa in Inguinal Hernias 
(L’ernia inguinale degli annessi). Clin. chir., 1914, 
253. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Hernias containing the adnexa, five cases of which 

are reported, are only occasionally found in old 
women with relaxed abdominal muscles; in other 
cases they are caused by anomalies in development, 
corresponding to descent of the testes in the male. 
The diagnosis is very difficult in small girls, especially 
differentiation from omentocele; in adult women 
points in diagnosis are pain in the coccyx, dysmenor- 
rhoca, change in volume during menstruation, and, 
especially, bimanual examination. ‘The treatment 
must be surgical, especially taking into consideration 
the frequent complications, such as atrophy, cystic 
degeneration, new-growths, and torsion of the 
pedicle, except when the hernia also contains the 
pregnant uterus. NAGELSBACH. 


Schickele: Etiology of Pyosalpinx (Zur Aticlogie der 
Pyosalpinx). u.Gynak., 1914, 


- 


XXXI1X 2I. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The patient, who was 20 years old and had always 
been well, took a douche of soapsuds to prevent 
conception and it was followed by bilateral suppura- 
tive salpingitis. There was rapid development of 
pyosalpinx on both sides, the left one rupturing on 
the sixth day after infection. Severe peritonitis 
immediately developed. The operation, which 
consisted of resection of both tubes and drainage 
through the vagina, was followed by recovery. 
Hemolytic streptococci were cultivated from the 
pus. RUHEMANN. 


Taussig, F. J.: Sarcoma of the Round Ligament 
of the Uterus. Surg.,Gynec. & Obst., 1914, xix, 218. 
By Surg., Gynec. & Obst. 
The author reports an unusual case of spindle- 
celled sarcoma of the round ligament, associated 
with moderate prolapse of the uterus. ‘The tumor 
was removed from a woman, 44 years of age, whose 
only complaint was a pressure against the bladder 
for the previous two years. The uterus, tubes, and 
ovaries were normal and the origin of the tumor 
from the round ligament was confirmed by micro- 
scopic examination. No metastases were found 
in any of the abdominal organs or lymph-glands, and 
the well-developed vessels within the tumor in- 
dicated its slow growth. Taussig was able to 
find a record of only five other cases of sarcoma of 
the round ligament, and in all of them the micro- 
scopic examination showed a malignant degenera- 
tion of a previously existing fibromyoma. 
A review of the literature of round-ligament 
tumors showed a record of 141 cases of this sort. 
Taussig analyzes the physical and pathological 
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characteristics of this form of tumor. It springs 
more frequently from the extra-abdominal portion of 
the round ligament and, apparently, is a little more 
common on the right than on the left side. Preg- 
nancy stimulates its growth. 

The most interesting feature of these tumors is 
their varied pathology—79 of them belong to the 
group of fibromyomata. In 1g instances there was 
a cyst covered by fibromuscular tissue. In one 
patient a dermoid cyst developed from the round 
ligament. The frequency of adenomyoma is per- 
haps the most striking characteristic. In Taussig’s 
tabulation 30 cases out of 135 were thus diagnosed, 
making them relatively four times as frequent in 
the round ligament as in the uterus. This may be 
due, perhaps, to the close relationship to the wolffian 
duct and the nephrogenic band extending almost 
the entire length of the embryo. The 6 cases of 
sarcoma all seem to have been comparatively benign 
and no reports of recurrences or metastases are 
found. 


EXTERNAL GENITALIA 


Miiller, R.: Myoma of the Vagina (Beitrag zur 
Kenntnis der Vaginalmyoma). Arch. f. Gyndk., 
1914, 511. 

sy Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author reports 4 cases of myoma of the 
vagina: 2 in women and 2 in dogs. He discusses 
the cases published by Kleinwiichter in his collective 
review; he having collected 53 cases in 1882. Miiller 
reports the 112 cases published since then, and dis- 
cusses their etiology, histogenesis, topography, 
growth, size, age of the women, anatomy, clinical 
symptoms, diagnosis, and prognosis. BAUER. 


Paris, J., and Francey, F.: Indications and 
Technique of the Transvesical Operation in 
the Treatment of Vesicovaginal Fistulz (Indi- 
cations et technique de la voie transvésicale pour 
la cure des fistules vésico-vaginales). J. d’urol., 
IQT4, V, 311. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


This method is indicated when the fistula is near 
the ureters, when it is complicated with stone in the 
bladder, when the vaginal opening is high up near 
the cervix, when there is much scar tissue in the 
region of the vaginal opening or adhesions to the 
pelvic bones after extirpation of the uterus. In 
very large fistula with involvement of the neck of 
the bladder the vaginal route should be preferred. 

The author does not favor Legueu’s transperito- 
neal route nor Bardehheuer’s inversion of the bladder. 
He makes a long incision in the median line. The 
interior of the bladder is exposed by means of a 
retractor, the edges of the fistula are freshened, the 
vaginal opening closed with a purse-string suture. 
the bladder opening sutured with deep and super- 
ficial catgut sutures, and the bladder closed with 
drainage below and above, the patient occupying 
either the abdominal or lateral position. In 4 out of 6 
cases there was complete recovery; in one case, where 


the neck of the bladder was involved, there was only 
decrease in the size of the fistula with incontinence 
persisting, and once the sutures did not hold. In 
one case, though continence of the bladder was 
restored, the high incision made a ureterovaginal 
fistula through which urine trickled; this was later 
overcome by extirpation of the kidney. FRANK. 


Rosenstein: Secondary Repair in Complete Tear 
of the Perineum (Uber die Sekundirnaht bei 
kompletten Dammrissen). Zentralbl. f. Gyndék., 
XXXVI, 771. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

For secondary repair, it is not necessary to wait 
six weeks or to send the patient toa hospital. The 
operation can be done at the end of two weeks in the 
patient’s house. The buried sutures of the rectum 
should not penetrate the mucous membrane. Granu- 
lationsand any new-formed tissue should be thorough- 
ly removed at the beginning of the operation. The 
bowels should be moved first on the sixth day by 
means of castor oil. ALTSCHULER. 


Jellett, H.: Suture of the Levator Ani Muscle in 
Perineorrhaphy Operations. Lancel, Lond., 
1914, CIXXXvii, 315. By Surg., Gynec. & Obst. 

Although it is a generally accepted fact that the 
support furnished by the levator ani muscle, either 
with or without its investing fascia, is essential 
to the pelvic organs, none of the older methods of 
perineorrhaphy provides for such suture. It is 
surprising how many are content to practice these 
operations, because they consider, and in fact are 
told, that suture of the levator ani muscle. however 
essential it may be, is a difficult operation and one 
not devoid of danger. During the past three years 
and a half, 346 perineorrhaphies have been per- 
formed. In practically all, the levator ani muscle 
has been sutured; in an occasional case union has 
failed to occur and a hematoma has formed. There 
has never been a death, nor even a patient whose 
condition gave rise to anxicty owing to the occurrence 
of emboli from punctured venous plexus. 

The essential features of the operation are as 
follows: (1) The careful dissection of the necessary 
amount of vaginal mucous membrane off the rectum; 
(2) the exposure and suture of the separated levator 
ani muscles; and (3) the careful approximation of 
the cut edges of the vaginal mucous membrane in 
such a manner as to leave no projection or re- 
dundancy. The author then describes his technique 
in detail. The advantages of his operation are its 
case and its rapidity. 

The following conclusions are reached: 

1. Routine suture of the levator ani is an essential 
part of perineorrhaphy. 

2. Routine suture is always practicable, except 
where the muscle is wanting owing to atrophy 
after injury. 

3. The exposure and suture of the levator ani are 
neither difficult nor dangerous. 

Epwarp L. Cornett. 
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Hauser: Vaccine Diagnosis and Treatment in 
Gonorrhoea in Women (Uber die Vaccinediagnos- 
tik und Therapie bei der Gonorrhée der Frau). 
Berl. Klin., 1914, Xxvi, 1. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author’s experiments in diagnosis and treat- 
ment were carried out with Reiter’s vaccine A.— to. 
His conclusions are that injection of gonococcus 
vaccine is a useful method of differential diagnosis. 
A positive focal reaction, as well as a_ positive 
general reaction, accompanied by a positive local 
reaction, shows the presence of gonorrhoea. A 
negative result does not absolutely exclude gonor- 
rhoea. 

In all cases of local gonorrhoeal disease with an 
active focus or one capable of reactivation the 
vaccine causes a rapid improvement in the sub- 
jective symptoms, and in many cases there is also 
objective cure. Because of the small number of 
cases and the fact that they were not under ob- 
servation long enough, no decisive judgment can be 
passed on its therapeutic action or its ultimate 
results. But, at any rate, vaccine treatment is to 
be recommended as a supplement to other treat- 
ment. BLANCK. 


Pazzi, M.: Mutual Functional Relations of the 
Glands of Internal Secretion as an Element in 
the Causation of Changes in the Psychic Per- 
sonality of Woman (Correlazione funzionale delle 
glandole secrezione interna come elemento di 
concausa nella mutabilita della personalita psichica 
della donna). Graeco!. mod.. 1013, vi, 38. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Pregnancy is regarded as the source of an endo 
intoxication, from which the woman can neither 
guard against nor save herself if the normal antitoxic 
functions and the functions of the glands of internal 
secretion do not do their part and overcome the 
threatening physiological disturbances and_ restore 
the organism to its normal balance. 

It cannot be denied that pregaancy is a cause of 
mental disturbance which may drive the woman to 
madness with criminal tendencies and with partial 
or total annihilation of consciousness of her actions 
A detailed review is given of the literature regarding 
the function of the hypophysis and its relation to the 
genital organs. The author believes that the mental 
and psychic disturbances that lead the pregnant 
woman to destroy her child are related to disturb 
ance in the function of the hypophysis. Because of 
a transitory interference with the balance of the 
circulation in the brain at the moment when the 
foetus leaves the uterus, this disturbance of function 
manifests itself in a stormy, aggressive, and tempo- 
rary form. He believes, further, that the negative 
pressure in the abdomen causes a hyperemia from 
vacuum in the pelvic organs that interferes with the 
nutrition of the brain. This does not explain the 
pathogenesis of crime, but it broadens the field of 
legal medicine. MestRON. 
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Andrews, H. R.: Tuberculosis of the Female 
Genital Organs. Clinc.J., 1914, xliii, 535. 
By Surg., Gynec. & Obst 

The author states that, according to the statistics 
of several writers, tuberculosis of the female genital 
organs occurs comparatively frequently. but that 
it is not of clinical importance except when it in- 
volves the fallopian tubes or the cervix. The 
infection is seldom primary in its origin, but is usu- 
ally secondary to a tuberculosis of the lungs or of 
the alimentary tract; the infection being conveyed 
by: (1) blood; (2) bronchial glands; (3) tuber- 
culous peritonitis, when particles, usually from an 
infected appendix or caecum, have been swept 
into the fallopian tubes by the peristaltic movement 
of their cilia; (4) gonorrhoeal salpingitis, which 
predisposes to a tuberculous infection by destroying 
the integrity of the mucosa of the tube; (5) tuber- 
culous semen (not proven); (6) tuberculosis of the 
rectum, which may by continuity extend to the 
vagina; (7) soiled clothing, directly infecting the 
vulva; (8) tuberculous urine, causing a local in- 
fection of the vulva. 

The chief clinical importance of tuberculosis of 
the cervix is that it may be mistaken for carcinoma. 
The infection usually begins in the mucosa of the 
cervical canal or in the deep part of the glands, but 
it may occur on the vaginal aspect of the cervix. 
In appearance it resemb!es ectropia, or it grows in 
masses of fine elongated papilla glued together with 
viscid mucus. The absence of friability and tend- 
ency to bleed, together with the soft edge, and 
the youth of the patient, would usually differentiate 
it clinically from carcinoma, but the microscopical 
examination of a section removed from the cervix 
should establish the diagnosis. 

In tuberculosis of the fallopian tubes the mucosa 
is the first structure to be involved; the muscle is 
the next, and the peritoneum the last. The involve- 
ment is usually bilateral, both abdominal ostia 
being closed and the tubes studded with miliary 
tubercles, while cheesy nodules may lie in the wall 
or in the interstitial part of the tube; or the whole 
tube may be enlarged, tortuous, adherent, and 
filled with cheesy material as a result of the infec- 
tion. In the chronic stage there is an excessive 
formation of connective tissue with calcification 
of the contents of the tube and dense adhesions to 
the neighboring structures. The symptoms are 
constant pelvic pain, with increased and painful 
menstruation. The uterus is fixed in the pelvis, 
and at one or both sides may be felt a densely ad- 
herent mass. In the early stage of the infection 
there is no alteration of the tubes macroscopically, 
and it is not usually possible to make the diagnosis 
except by the aid of the microscope, but later the 
condition is characteristic of tuberculosis. 

If tuberculosis of the cervix is seen early, the 
author believes it is possible to effect a cure by 
scraping and cauterizing the diseased area, but 
if not seen until a late stage he advises the removal 
of the cervix, or the cervix together with the 
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uterus and the appendages if they seem to be 
involved. 

In tuberculous salpingitis, according to the writer, 
there is no hard and fast rule for dealing with the 
adnexe. If the adhesions to the intestines are not 
too extensive, both tubes should be removed to- 
gether with both cornua containing the interstitial 
part of the tube. If the adhesions to the intestine 
are dense and there are no evidences of tuberculous 
ulceration of the intestine nor suppuration of the 
tube, it is better to leave them alone, as in such 
cases removal is often followed by the formation of a 
feecal fistula, and there in some danger of producing 
an acute general tuberculosis. As the uterus may 
be diseased, and since it is useless without the 
tubes, hysterectomy may be advisable, although it 
increases the severity of the operation and many 
patients have remained in good health when the 
tubes only have been removed. The ovaries are 
often healthy even when the tubes are diseased, 
and should not be removed in a young woman un- 
less they are definitely involved. 

If drainage is employed, it should be done through 
the vagina and not through the abdominal wound, 
in order to lessen the risk of a fecal fistula or an 
infection of the wound and a resulting post-opera- 
tive hernia. Lintan K. P. Farrar. 


Ulesko-Stroganowa, K. P.: Malignant Tumors of 
the Female Genitalia (Die bdésartigen Ge- 
schwiilste des weiblichen Genitalapparates). Vrach. 
Gaz., 1914, xxi, 750. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author calls attention to the great prevalence 
of malignant tumors of the female genital system. 

He thinks this is due to the frequent irritation of the 

genital system, which leads to hyperemia and this 

is turn causes hyperplasia. The hyperplasia carries 
the germs of malignant degeneration. It is often 
difficult to distinguish benign hyperplasia from 
malignant tumors, either macroscopically or micro- 
scopically. He agrees with Orth and Hansemann’s 
opinion that hyperplasia is a precancerous condition. 
Von Hotst. 


Klimenko, V.: Diphtheria of the Genital Organs 
in Children (La diphtérie des organes génitaux 
chez les enfants). Clin. prat. méd.-chir. et spéc., 
1913, ix, 247. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

A ten-year-old girl, after two days’ sickness with- 
out inflammation of the throat, developed a diph- 
theria of the genitals which caused pain on urina- 
tion. A sister of the patient had a diphtheritic 
angina. It was assumed that the infection had been 
transmitted through the clothing, but the pos- 
sibility suggested by Conradi and Bierast should 
be taken into consideration, namely, that bacilli 
may be excreted through the urine even in cases 
where no inflammation of the throat has been no- 
ticed. The disease begins with burning on micturi- 


tion, swelling and bluish red color of the labia ma- 
jora, which are painful to the touch. 


The swelling 


increases and a few days later a pseudomembrane 

appears. Early serum treatment is important with 

a view to decreasing the relatively high mortality. 
Kuster. 


Winslow, R.: 
Right Hiac Fossa in Young Women. 
Bull. Univ. Md., 1914, x, 81. 

By Surg., Gynec. & Obst. 


The Significance of Pain in the 
Ilosp. 


Right-sided pain is usually thought to be due to 
appendicitis. ‘The acute cases or the chronic cases 
with definite localizing symptoms are readily recog- 
nized. In the author’s experience this symptom in 
young women is often due to some other cause. 
Some are of undoubted hysteric or neurotic origin, 
but with some underlying physical cause. He dif- 
ferentiates from enteroptosis by injecting the colon 
with bismuth and by X-ray; from nephroptosis by 
palpation of the kidney, under an anesthetic if neces- 
sary; from disease of the right tube by vaginal 
examination. In several operations for supposed 
appendicitis, a small ovarian tumor was found in 
each case. Cholelithiasis with distended gall-bladder 
may simulate appendicitis but percussion over the 
gall-bladder will elicit marked tenderness and the 
gall-bladder can be detected, under an anesthetic 
if necessary. Stone in the right ureter gives urinary 
symptoms with blood in the urine. Abdominal 
crises, due to Meckel’s diverticulum, perforating 
ulcers, intestinal obstruction, and pneumonia, par- 
ticularly in children, are to be considered. In 
typhoid fever the fever precedes the pain as pointed 
out by Murphy. 

The author states, in conclusion, that he has come 
to believe that in young women, unless the symp- 
toms of appendicitis are frank and clear, the con- 
dition is probably something else. Pain and tender- 
ness in the right side, without rigidity, elevation of 
temperature and leucocytosis is usually not ap- 
pendicitis. Again, apparently severe and long-con- 
tinued pain in the right side in girls is more likely 
to be neurotic than appendiceal. Pain may also be 
reflected from the pelvic organs or some of the other 
viscera, and the primary seat of the disturbance 
may be determined by a more careful examination. 

S. A. CHALFANT. 


Ebeler, F.: R6ntgen Treatment in Gynecology 
(Die Réntgenbehandlung in der Gyniikologic). 
Strahlentherap., 1914, iv, 579. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author discusses the réntgen treatment of 
myoma, carcinoma, and diseases of the uterus. 
The technique at first was that of Albers-Schon- 
berg, later 15 cm. focal distance, 3 mm. aluminum 
filter, hardness of tubes 10 W, intervals of three 
weeks between the series of treatments. In the 


beginning 22 fields with 180 to 240 X, later 12 fields 
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with 90 to 120 X per series. Among 32 cases of 
myoma were treated, with amenorrhoea resulting 
in 76.19 per cent, oligomenorrhoea in 9 per cent, and 
failure in 14.2 per cent. Among 20 cases of uterine 
disease there were good results in 93 per cent, 
amenorrhea in 80 per cent. Five cases of car- 
cinomata were treated with réntgen rays alone, 
with disappearance of suppuration and pain, and 
cleaning up of the ulcers. One carcinoma was 
treated with réntgen rays and radium combined. 
MULLER-CARIOBA. 


Jayle, M. F.: The Employment of Hypophysary 
Opotherapy in Gynecological Practice; Its 
Immediate Results. Med. Press © Cire... tor4, 
cxlix, 210. By Surg., Gynec. & Obst. 

In a series of over 400 cases Jayle attempted to 
determine the immediate effect of the administra- 
tion of a pituitary preparation upon patients affected 
with various utero-ovarian troubles. The gland 
selected was that of the ox, and it was prepared 
after the method of Choay. The preparation was 
administered subcutaneously, each ampulla cor- 
responding to 0.05 gm. of the posterior lobe. The 
injections were given every other day, beginning 
with one-fourth of an ampulla, the dosage being 
increased daily, so that a whole ampulla was given 
as the fourth dose. 

General reaction was noted at once; it consisted 
of blanching, colicky pains, headache and insomnia. 
Ten cases, taken at random from the series, are 
briefly reported, the following results being ob- 
tained: diminution and often complete arrest of 
uterine discharges; relief of pelvic pain arising from 
salpingitis, metritis, and parametritis; regulation 
of the menses; and control of haemorrhage due to 
subinvolution, metritis, and sclerosis of the uterine 
vessels. Wn. H. Cary. 


Benthin, W.: Bacteriological Examinations in 
Gynecological Diseases; the Question of Auto- 
Infection in Gynecology (Bakteriologische Unter- 
suchungen bei gynikologischen Erkrankungen. 
Ein Beitrag zur Frage der Selbstinfektion in der 
Gyniikologie).. Monatschr. f. Geburtsh. u. Gynik., 
TQT4, XXXIX, 651. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Unfortunate results after gynecological operations 
always bring up anew the question of autogenous or 
endogenous infection. For this reason the author 
examined 500 cases bacteriologically. The mor- 

tality in those with hemolytic streptococci was 29.4 

per cent, while in the cases where they were not 

present it was 4.2 per cent. An attempt must be 
made to free the vaginal secretion from bacteria 
before the operation, especially from haemolytic 
streptococci. The most effective method seems to 
be warm douches with 1/1000 bichloride. 
WEISSWANGE. 
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PREGNANCY AND ITS COMPLICATIONS 


Michel, F.: The Significance of Abdominal Preg- 
nancy for the Practitioner ‘(Die Bedeutung der 
Bauchschwangerschaft fiir den Praktiker). Fortschr. 
d. Med., 1914, xxxii, 637. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The etiology of the above is not definitely deter- 
mined. Chronic salpingitis is of importance, as is 
shown by the fact that the average age of women 
who have extra-uterine pregnancy is 30 years, and 
that the pregnancy is generally preceded by several 
years of sterility. The consequences of chronic 
salpingitis are adhesions of the mucous membrane 
and formation of diverticula in the musculature of 
the tube. Internal or external causes, such as ero- 
sion of a blood-vessel, coitus, or a blow, may cause 
a sudden hyperpressure in the intervillous spaces, 
and the thin wall of the tube ruptures, causing 
rupture or tubal abortion. With the first free bleed- 
ing the ovum is floated out of the ampullar end of 
the tube, and the remnants that are left behind 
cause secondary hamorrhages that sink down into 
Douglas’ pouch and form hematocele. The foctus 
generally dies, and maceration and sometimes in- 
fection and suppuration take place. 

The symptoms vary, depending on whether there 
has been rupture or abortion. Important points in 
the history are preceding inflammation of the tubes, 
sterility, irregular menstruation, interference with 
urination, attacks of dizziness, and, objectively, the 
findings on palpation. Differential diagnosis must 
be made from inflammatory tumors of the adnexa, 
inflammatory exudate, appendicitis, and perforating 
peritonitis, and in the middle third of pregnancy 
from retroflexion of the gravid uterus, and torsion of 
the pedicle of an ovarian cyst. In doubtful cases 
exploratory puncture of the vagina may be made. 
Michel does not think that Abderhalden’s reaction 
can yet be depended upon. He would not attempt 
sounding or curettage on account of the danger of 
infection. He agrees with Sigwart that operation is 
social necessity.” GINSBURG. 


Kohlmann, W.: The Treatment of Early Tubal 
Pregnancy, with Report of Cases. N. Onl. 

S.F., 2013, 130. 
By Surg., Gynec. & Obst. 

Since January, 1912, the author has operated upon 
20 cases of ruptured tubal pregnancy with one death. 
Nine cases operated upon immediately after rupture 
were in a serious condition. 

In case of doubtful diagnosis the patients were 
kept under careful observation in the hospital. 
Kohlmann operates immediately without waiting 
for recovery from shock. In serious cases infusion 


is begun as the abdomen is opened. The abdominal 
route is always chosen. Large clots and liquid blood 
are removed but no elaborate toilet of the peritoneal 
cavity is made. The diseased tube is always re- 
moved. ‘The other tube is not removed if healthy. 
He prefers to drain these cases through the posterior 
vaginal fornix. Wa. H. Cary. 


Sselitzky: Eclampsia without Convulsions (Eklamp- 
sie ohne Krimpfe). Festschr. f. Prof. Pobedinsky. 
Moscow, 1914. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author discusses the different forms of in- 
toxication in pregnancy and tries to classify them. 
He takes up the theories of eclampsia, basing his 
conclusions on the anatomical changes in the 
internal organs. He agrees with Schmorl’s con- 
ception of eclampsia without convulsions. Eclamp- 
sia is not a disease of any special organ, but of the 
organism as a whole, and eclampsia without con- 
vulsions is neither an abortive, rudimentary, 
atypical eclampsia nor an “eclampsia without 
eclampsia,” but is an independent typical subvariety 
of eclampsia. 

The case history is given of a 35-year-old pri- 
mipara who was troubled with difficult respiration, 
headache, and severe pain in the region of the heart. 
All her labors had been difficult on account of con- 
tracted pelvis. Foetal heart sounds were not 
perceptible. The child was delivered spontane- 
ously, was dead, and weighed 2,050 gms. The 
placenta was also delivered spontaneously. Foui 
hours later the patient showed restlessness, disturb 
ance of vision, twitching of the face muscles, coma, 
but temperature normal. After one and one-hal! 
hours coma occurred again, and lasted for five 
minutes. The pulse was 140; icterus developed, 
followed by coma again. The per cent of albumin 
was 18; there were different forms of cylinders. 
Anuria ensued, and the patient died of heart failure 
and oedema of the lungs. Post-mortem examination 
showed parenchymatous degeneration of the hear! 
muscle; the liver was enlarged and had_ necrotic 
foci; venous stasis and oedema were present. The 
kidneys were large and oedematous. ‘There was 
bloody transudate in the pleural and_ peritoneal 
cavities. Microscopically, there was shown to b« 
necrosis of the brain tissue, heart muscle, kidney 
epithelium, liver cells, and lung tissue. There was 
total necrosis of tissue in the spleen, also in thi 
mammary glands, pancreas, thyroid, and inter 
stitial tissue of the uterus. The diagnosis was 
necrosis of the viscera. The author excludes 
sepsis. The micro-organisms that were found in 
places had entered post-mortem. 

He collects 51 cases from the literature — 34 
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of them, or 66.6 per cent, died. ‘The author thinks 
that 11 cases of Albeck’s that recovered should be 
excluded, and this brings the mortality up to 90 per 
cent. The treatment of eclampsia is rapid de- 
livery and serum treatment. Expectant treatment 
is irrational. Blood-letting is occasionally helpful. 
The work is accompanied by a bibliography of 97 
titles. JENTTER. 


Lichtenstein: Euphyllin as a Diuretic in Eclampsia 
(Hebung der Diurese bei eklamptischen Koma durch 
intramuskulire Euphyllininjektionen). Zentralbl. 
f. Gyndk., 1914, xxxviii, 833. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Lichtenstein reports five cases of eclampsia in 
which he increased the defective diuresis by injec- 
tions of euphyllin. A critical judgment of the effect 
of the remedy in the cases given is, as the author 
admits, extraordinarily difficult. In suitable cases, 
however, the advantages of the new diuretic — 
prompt action and the possibility of application by 
injection — should be utilized, possibly in connec- 
tion with digitalis, which is said to heighten the 
effect of euphyllin. The author recommends three 
injections daily of 0.48, and in some cases it should 
be given prophylactically. The remedy is an addi- 
tion to the methods of treating eclampsia. 

ENGELMANN. 


Bernstein, R.: Dermatologic Toxzmias of Preg- 
nancy; Their Recognition and Treatment. 
Hahneman. Month., 1914, xlix, 605. 

By Surg., Gynec. & Obst. 

The author describes briefly the dermatological 
manifestation of the toxemias of pregnancy, which 
are, he says, little different from those of any other 
toxemia. The treatment of the skin condition is 
dependent upon removing the toxic condition. 

He has the patient drink copiously of soft or distilled 

water, opens the bowels, and uses a rice diet. 

Locally he uses some mild soothing lotion, as 

calamine lotion, an ointment as unguent, bismuth 

sub-nitrate, or an oleaginous substance — as olive- 
oil emulsion. Internally he uses the remedies in- 
dicated by the general skin condition. 

C. H. Davis. 


Richter, M.: Air Embolism in Criminal Abortion 
(Uber Luftembolie bei krimineller Abtreibung). 
Monatschr. f. Geburtsh. u. Gynak., 1914, xxxix, 620. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The first case was in a 28-year-old woman who 
had injected soapsuds into the uterus with the so- 


called balloon syringe and was found dead. There. 


was foamy blood in the right heart. In both ovarian 
arteries, especially the right one, and in the inferior 
vena cava there were also numerous air-bubbles. 
In the uterus, between the lower pole of the sep- 
arated ovum and the uterine wall there was also 
foamy blood. 

The second case was also a 28-year-old married 
woman who had attempted abortion with an irrigat- 
ing syringe and boric acid solution. Here, too, 
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there was foamy blood in the right heart, the inferior 
vena cava, and the pelvic veins. 

In all cases of sudden or unexplained death in 
pregnant women it is well to think of the possibility 
of embolism from air or from the injection of toxic 
substances into the circulation. If air embolism is 
suspected the autopsy must be performed in a 
special way. The skull should not be opened before 
the section of the abdominal organs, because blood 
may flow out of the longitudinal sinus and allow 
air to enter. Air embolism is more apt to occur 
when the patient herself has applied the douche. 
The fatal result may not follow immediately, but 
sometimes after several hours. The best prophy- 
lactic measure is to prevent the sale of intra-uterine 
douches to the laity. BENTHIN. 


Mauclaire and Tissier, L.: Gangrenous Perforation 
of the Uterus after Induced Abortion (Perfora- 
tion utérine gangrenéuse aprés avortement provo- 
qué). Bull. Soc. de méd. lég. de France, 1914, xlvi, 95. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Infectious metritis is only exceptionally the cause 
of gangrenous perforation of the uterus; the great 
majority of the cases are caused by mechanical or 
chemical injury of the wall of the uterus. In support 
of this view the following case is reported: Laparo- 
omy was performed on a 20-year-old girl for peri- 
tonitis, 48 hours after an attempt at criminal abor- 

tion in the second month of pregnancy. In the mid- 

dle of the fundus there was a circumscribed, bluish, 

softened spot; but there was no perforation. Death 
resulted after 10 days. Autopsy showed a crater- 
shaped perforation at the necrotic spot. 

RUHEMANN. 


Lepage, G.: Treatment of Abortion (Conduite a 
tenir dans les accidents consécutifs 4 l’avortement). 
J.de méd. et de chir., 1914, ix, 128. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The majority of cases of abortion are criminal in 

nature. It is advisable to obtain a knowledge of 
such procedures beforehand, as the treatment de- 
pends on whether or not they have been undertaken. 
Spontaneous abortion has a favorable prognosis if 
not caused by a febrile general condition. In afebrile 
two-stage abortions the expectant method can be 
followed for a considerable length of time. If crimi- 
nal attempts have been made previously, the ex- 
pectant treatment must be shortened. An attempt 
should be made to hasten the delivery of the ovum 
by sulphate of quinine. If this medication has no 
effect, the uterus must be emptied with the finger, 
or with instruments under the control of the finger. 
If fever appears after the emptying of the utesus, 
the uterus must be irrigated and drained and often 
curetted. The Jatter should not be done when there 
are symptoms of disease of the adnexa, uterus, or 
peritoneum. In abscess of Douglas’ pouch colpot- 
omy may be useful. Hysterectomy is seldom ne- 
cessary; generally local treatment is sufficient if it is 
undertaken soon enough. 

With these methods of treatment in 370 cases 
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there was a total mortality of 1.62 per cent. It was 
0.39 per cent in the cases where operation was not 
necessary, 4 per cent in the operative cases. 
The prognosis depends less on the method of treat- 
ment than on the condition of the patient when she 
reaches the hospital. FRANKENSTEIN. 


Deletrez: Dermoid Cysts of Both Ovaries and Preg- 
nancy (Kystes dermoides des deux ovaires et gros- 
sesse). Bull. Soc. belge de gynéc. et d’obst., 1914, xxiv, 
401. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In 1,132 cases of ovarian tumors the author has 
encountered pregnancy 12 times. ‘Torsion of the 
pedicle occurs oftener in the first half of pregnancy 
than in the second. Rupture of the cyst does not 
occur any more frequently in pregnancy than at any 
other time. Every ovarian tumor diagnosed during 
pregnancy should be operated on. Ovariotomy is 
justified by (1) the dangers to which the woman is 
exposed during the pregnancy, such as torsion of the 
pedicle, rupture, and suppuration; (2) the complica- 
tions that it may cause during labor; and (3) con- 
sideration for the child’s life. In pregnancy, there 
are 17 per cent of abortions, and 39 per cent of the 
children die during labor. The abdominal route is 
to be preferred to the vaginal. Deletrez reports a 
case of successful removal of two ovarian tumors by 
the abdominal route in the third month of preg- 
nancy. JAEGER. 


Banister, J. B.: Pregnancy Complicated by Severe 
Morbus Cordis; Two Cases Treated by Hyster- 
otomy under Spinal Anesthesia. Lancet, Lond., 
1914, cIxxxvii, 444. By Surg., Gynec. & Obst. 

The first patient was a primigravida, four months 
pregnant, with uncompensated mitral stenosis. At 
the time of delivery she had oedema of both lungs. 
She was delivered by vaginal hysterotomy under 
spinal anesthesia and died the next day. 

The second patient, who was eight and a half 
months pregnant, had myocardial degeneration. 
There had been three failures of compensation in 
the last three pregnancies. She was delivered by 
abdominal cesarean section, and was sterilized 
during the fifth decompensation occurring in the 
fifth pregnancy. Both mother and baby did well. 

The author believes that hysterotomy, vaginal 
up to the twenty-fourth week and abdominal after 
that date, under spinal anesthesia is the best method 
of treating severe cardiac lesions, as it subjects 
the patient to the least strain. Successive preg- 
nancies materially shorten the expectation of life, 
and for that reason sterilization should be carried 
out whenever practicable. F. C. Irvine. 


Bertlich, H.: Interference with Pregnancy and 
Labor by Malformations of the Uterus, Espe- 
cially Uterus Bicornis (Schwangerschaft und 
Geburtsstérungen bei Missbildung des Uterus, 
speziell bei Uterus bicornis). Wien. klin. Rund- 
schau, 1914, Xxvili, 303. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author discusses the disturbances of preg- 
nancy and labor from bicornuate uterus, basing his 


INTERNATIONAL ABSTRACT OF SURGERY 


conclusions on 5 cases of his own and 60 from the 
literature. The most frequent complications are 
a tendency to premature interruption of the preg- 
nancy, lengthening of labor, rupture of the uterus, 
abnormalities in the position of the foetus, and 
interference with the third stage. Diagnosis and 
treatment are discussed and in the matter of treat- 
ment, Strassmann’s method of uniting the two horns 
of the bicornuate uterus is preferred. SIEBER. 


Remy, S., and Remy, A.: A Case of Death from 
Embolism during Pregnancy (Un cas de mort 
par embolie au cours de la grossesse). Rev. mens. de 
gynéc., d’obst., et de pédiat., 1914, ix, 253. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The authors report the case of a VI-para, who, 

after the fourth pregnancy, had had an inflammation 
of the intestines, from which she soon recovered. 
The fifth delivery was rapid and uneventful and the 
puerperium normal. In December, 1912, after she 
had stopped menstruating the menses reappeared, 
but the haemorrhage stopped under suitable treat- 
ment and the pregnancy continued. September 
24th was reckoned as the time of the beginning 
of pregnancy. On the seventeenth of June she 
complained of pains in the calves of her legs due 
to indurated veins, but the trouble improved with 
rest and compresses. Ten days later she had pain 
in the pubic region. On the morning of the third 
of July she got up, and suddenly became pale and 
fainted. She recovered consciousness but felt very 
bad. The pulse was bad, and the respirations 
steadily grew more rapid. In spite of abundant 
administration of stimulants she grew worse and 
worse. In the afternoon labor pains began. Twen- 
ty-two hours after the appearance of the first symp- 
toms of embolism she died. Foetal heart sounds 
were still heard after her death, and as the pains 
had already dilated the os, the child was extracted 
by version. The child was dead. BENTHIN. 


Delagéniére, H.: Pernicious Vomiting of Preg- 
nancy and Appendicitis (Vomissements incoerci- 
bles de la grossesse et appendicite). Gaz. de gynéc., 
IQI4, XXIX, 145. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Delagéniére gives five case histories in detail and 
points out that in a certain number of cases per- 
nicious vomiting of pregnancy is caused by chronic 
appendicitis with acute or subacute exacerbations. 

Appendectomy brings about a cure of the vomiting 

without the necessity of interrupting the preg- 

nancy. He believes that the majority of cases of 
pernicious vomiting are caused by some irritation 
of the peritoneum, the peritoneum being sen- 
sitized, so to speak, by the pregnancy. ‘The cause 
of the vomiting in some cases may be appendicitis; 
in others retroflexion of the pregnant uterus, 
salpingitis, ovarian cysts, etc. In such cases it is 


only necessary to remove the cause in order to cure 
the vomiting. Emptying the uterus has the same 
effect, because the sensitiveness of the uterus is 
decreased; but if pregnancy occurs again the vomit- 
ing is sure to return. 


FRANKENSTEIN. 


OBSTETRICS 


Lynch, F. W.: The Treatment of Pernicious Vomit- 
ing of Pregnancy. J. Mich. St. M. Soc., 1914, xiii, 
459. By Surg., Gynec. & Obst. 

From his investigations the author concludes that 
the term ammonia coefficient should be discarded 
as inaccurate in meaning unless qualified by the 
absolute amounts of ammonia it is supposed to 
describe. There is doubtless a toxemic basis for 
all cases which deserve the diagnosis of hyperemesis 
gravidarum. These cases present the urinary 
findings of acidosis. The crystals of leucin and 
tyrosin were readily demonstrated. This was con- 
sidered to be an indication of starvation. 

In cases of the chronic type the following treat- 
ment has rarely failed: Rest in bed is most impor- 
tant. Large doses of bromide, 40 to 60 gr. q. 4h., 
are given by rectum. Sodium bicarbonate and 
glucose are also given. Nothing is given by mouth 
for several days until the bromide has taken strong 
effect and vomiting has ceased. Liquid food is not 
well tolerated. Solid food, especially broiled meat, 
is given. With improvement carbohydrates are 
added to the diet. Water is not given with the 
meals, sufficient fluid being given as normal saline 
by rectum. This treatment is not indicated in 
the fulminating type of case with icterus and other 
severe clinical symptoms. Such cases should be 
aborted without delay. Chloroform anesthesia 
should never be used. Nitrous oxide with oxygen 
is better than ether. In desperate cases morphine 
and scopolamine narcosis is urged. Wm. H. Cary. 


Cavarzani, D.: Bossi’s Method in Osteomalacia 
(Die Methode Bossi bei Osteomalacie). Zentralbl. f. 
Gyndk., 1914, Xxxviii, 623. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author reports the results he has obtained 
with Bossi’s method of adrenalin treatment in 
osteomalacia. Bossi believes that the adrenals 
regulate bone metabolism. In pregnancy, the bal- 
ance in bone metabolism is disturbed, partly be- 
cause of the greater functional claims on these 
glands, and partly by the antagonistic effect of 
ovarian secretion, so that osteomalacia is produced, 
which is indicated in the physiological changes of 
pregnancy. The best proof of this theory is the 
result of adrenalin treatment. 

The cases in which recovery has been obtained by 
pituitrin, thyreoidin, etc., are to be regarded as the 
result of reciprocal relations existing between differ- 
ent glands with internal secretion. Since osteo- 
malacia is a disturbance in nutrition of bone or in 
the bone-producing function, it will be influenced 
by all agents that tend to keep this function in a 
normal condition. Bruno Wotrrr. 


LABOR AND ITS COMPLICATIONS 
Ssasonow: Statistics of Delivery in Contracted 
Pelvis (Zur Statistik der Geburt bei Beckenenge). 
Festschr. f. Prof. Pobedinsky, Moscow, 1914. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
The work is based on 8,661 obstetrical case 
histories. Of these, 2,338 were in contracted pelvis 
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— 26.9 per cent. There was operative delivery in 
222 cases. In primipare the most of the operations 
were forceps at the outlet and in the cavity of the 
pelvis; in multipare high forceps, perforation, arti- 
ficial premature delivery, etc. There was perfora- 
tion in 6.7 per cent of the operative deliveries. 

Artificial premature delivery gave unfavorable 
results for the children, of whom 75 per cent died. 
Operative delivery was necessary in 12.6 per cent 
of the primipare with contracted pelvis, and in 8.3 
per cent of the multipare. 

The majority of the operative deliveries were 
in cases of flat pelvis; 84.6 per cent of the primipare 
had a normal puerperium after spontaneous delivery; 
and 70.5 per cent after operative delivery. In 
multipare the figures were 90.6 per cent and 79.8 
per cent. Four women died. The mortality of the 
children was the same for primipara and multipare. 
In operative delivery 28 per cent of the children were 
dead; deducting those dead before delivery reduces 
the mortality to 14.6 per cent. Delivery was, on the 
whole, conservative, as 90.5 per cent of the cases 
were delivered spontaneously. JENTTER. 


Stroganoff, W. W.: Management of Labor in Con- 
tracted Pelvis (Uber die Leitung der Geburt bei 
engem Becken). Russk. Vrach, 1914, No. 18, 633. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author gives a general review of the methods 
of operation in use in labor with contracted pelvis, 
and, from the statistics of maternal and infantile 
mortality in operative delivery and spontaneous 
delivery, with a true conjugate of 7 cm. or more. 
comes to the following conclusions: 

1. In absolutely contracted pelves—true con- 
jugate 5.5 to 6.5 cm. — caesarean section should be 
performed. In infected cases or those where infec- 
tion is suspected, it should be done by Kiistner’s 
or Latzko’s extraperitoneal method. 

2. With a true conjugate of 6.5 to 7 cm. and a 
living child, cesarean section should be performed. 
Perforation should be done only in case the mother 
refuses a major operation. If the child is dead, per- 
foration should be done. 

3. With a true conjugate of 7 to 8 or more and a 
living child the author recommends: (a) In primi- 
pare, conservative treatment. If the head enters 
the pelvis and operation is indicated, forceps de- 
livery may be undertaken. If, in the second stage, 
the head remains for some hours above the pelvic 
inlet, extraperitoneal casarean section should be 
recommended to the mother. If she does not con- 
sent, forceps should be attempted, and if this fails, 
perforation must be resorted to. (b) In multipare, 
who have had living and viable children before, 
expectant treatment should be tried first, and then 
forceps, or, if the head does not enter the pelvis, 
pubiotomy. If the patient has borne only dead 


children before and the deliveries have been very 
difficult, artificial premature delivery should be 
proposed during pregnancy, and if refused, pubio- 
tomy, forceps, or possibly perforation should be 
undertaken during labor. 


A. WERTH. 


. 
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Kirstein: Delivery of a Woman with a Kyphotic 
Funnel-Shaped Pelvis (Entbindung ciner Frau 
mit kyphotischem Trichterbecken). Monatschr. f. 
Geburtsh. u. Gynak., 1914, Xxxix, 723. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


A very small primipara had a rachitic double 
S-shaped curvature of the spine and marked funnel- 
shaped pelvis. The promontory was displaced far 
backward, the apex of the sacrum forward, the 
tuberosities of the ischia inward, so that the outlet 
of the pelvis was very narrow — true conjugate 7.5, 
transverse g cm. After 15 hours’ pains the head 
had reached the floor of the pelvis in good position. 
Three hours later no more progress had been made. 
Perforation of the living child was being considered, 
but, contrary to expectation, an attempt at forceps 
delivery succeeded, and a strong living child was 
delivered without injury. RUHEMANN. 


Florence, J.: Frequency of Shoulder Presentation; 
Indications for Version and Embryotomy (De 
la fréquence des présentations de l’épaule; indica- 
tions de la version et de l’embryotomie). Bull. Soc. 
d’obst. et de gynéc. de Par., 1914, iii, 375. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In the tropics where rickets is unknown and 
abnormalities of the pelvis are rare, embryotomy is 
seldom if ever performed, but version is performed 
even in extreme cases of transverse presentation. 
The author believes that podalic version should 
be undertaken only when the hand can be inserted 
in the uterus, but that when the hand cannot be 
inserted a mutilating operation should be performed. 
Rupture of the uterus by the hand is not much to be 
feared. In 66 cases of version the author has never 
seen it occur. Embryotomy with Museux’s in- 
strument without decapitation is to be undertaken 
only in severely infected cases of transverse presenta- 
tion, as the latter method can be carried out with- 
out a completely dilated os, without special in- 
struments, and without any great degree of injury. 

Dorn. 


Potocki and Sauvage: Retraction of the Uterus 
on the Decapitated Head (Rétraction de l- 
utérus sur la téte foetale separée par décollation). 
Ann. de gynéc. et d’obst., 1914, xli, 257. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In order to extract the decapitated head, traction 
may be made with the finger placed in the mouth; 
if this fails forceps may be used; if this fails also 
craniotomy must be performed. If the uterus is 
convulsively contracted, all these methods may 
fail, even under anesthesia. Then an attempt must 
be made to relax the uterus by the giving of large 
doses of morphine or chloral. The delivery of the 
head is then easy, and often occurs spontaneously. 
Though the head has been known to remain in 
the uterus as long as 112 days, such a delay should 
not be allowed, as it is too dangerous. If all other 
methods fail, the last resort is total extirpation. The 
authors had to perform total extirpation after de- 
capitation in a case of neglected transverse presenta- 
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tion in a girl of 17, as it was not possible to reach the 
head in any other way, the uterus having contracted 
tetanically around it. After having septic parotitis 
the girl recovered. JAEGER. 


Zimmermann, R.: Cause of Surprisingly Rapid 
Delivery in Disease of the Spinal Cord (Uber 
die Ursache des iiberraschend schnellen Geburtsab- 
laufes bei Riickenmarkserkrankungen). Arch. 
Gyndk., 1914, 563. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

A IIl-para had an attack of acute anterior polio- 
myelitis, and barely three hours after the rupture of 
the membranes a very large child was delivered, 
in spite of the complete lack of abdominal pressure, 
and in spite of disproportion between the size of the 
child and the pelvis. Such a surprisingly rapid 
delivery would suggest the thought that the ac- 
tivity of the uterus is unbridled, and that certain reg- 
ulating inhibitions that are active under normal con- 
ditions were here done away with. Zimmermann 
points out that a reflex action on the uterus could 
take place only through the spinal cord; and if a 
stimulating effect of the central nervous system 
is possible, then the conclusion is justified that the 
central nervous system could also have an inhibitory 
effect on the activity of the uterus. 

Complete anesthesia of the lower half of the body 
does not delay delivery. If total paralysis of the 
lower half of the body and the lower uterine seg- 
ment, together with the abolishment of sensation, 
is brought about by spinal anesthesia with stovaine, 
in the first stage the frequency of the pains is de- 
creased and the pauses between them lengthened; 
in the second stage, however, as long as the an- 
zsthesia continues, the length of the pains increases 
and the pauses between them grow shorter. The 
inhibitory reflex that restrains the excessive 
irritation of the nerves of the genital organs and 
pelvic floor by the presenting part of the child is a 
wise provision, as it protects the body of the partu- 
rient woman from a too brutal effect of the automatic 
activity of the uterine musculature. BAYER. 


Ahlfeld, F.: Treatment of the Third Stage, and 
Manual Separation of the Placenta (Nachge- 
burtsbehandlung und manuelle Placentalésung). 
Zischr. f. Geburtsh. u. Gyndk., 1914, Ixxvi, 167. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Ahlfeld comes to the following conclusions: 

The less external manipulation of the uterus is done 
the less necessity there will be for manual separa- 
tion of the placenta. The cases that do occur will 
be due to pathological conditions, and are not de- 
pendent on the expectant method nor on external 
manipulations. FRANK. 


PUERPERIUM AND ITS COMPLICATIONS 
La Torre, F.: Nutrition in the Puerperium (Come 
si deve nutrire una puerpera). 
1914, Xvi, 145. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
The author thinks it desirable that physicians 
should give more attention to the subject of diet, 


Clin. ostet., Roma, 
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and reach some conclusion as to the diet of mothers 
and of grandmothers, or old women. In order to 
decide what nutrition is suitable for the puerperium, 
we must take into consideration what has happened 
and what is still to happen: the toxins collected 
during pregnancy and labor must be gotten rid of, 
and the body must be brought back into a normal 
condition, while undergoing a period in which certain 
injuries and alterations are still affecting it, such as 
lochia, milk secretion, excessive excretion of sweat 
and urine. 

If the physician keeps clearly in mind that the 
puerperium is a time during which the injured 
organism is undergoing a restitutio ad integrum, it 
will give him a clue to the proper diet to be given, 
though of course the constitution and conditions of 
life of the patient must be taken into consideration. 
He will probably have considerable opposition to 
overcome in the carrying out of such a régime, for 
the public is all too much inclined to adhere to the 
old false ideas, according to which the body of the 
woman, in need of restoration to strength, was still 
further weakened by a diet of tea and other non- 
nutritious substances, and by excessive purgation, 
sometimes even by blood-letting. The author 
thinks that many diseases of the puerperium, even 
permanent injuries to the system, can be avoided 
by a suitable diet. Fucus. 


Beckmann, W.: Puerperal Inversion of the Uterus 
(Einige Bemerkungen iiber die puerperale Uterus- 
inversion). Zentralbl. f. Gyndk., 1914, xxxviii, 640. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Beckmann reports two cases in which he under- 
took operative reinversion by Kiistner-Piccoli’s 
method. Both cases were apparently pure cases of 
inversion, but afterwards both showed severe 
symptoms of infection, from which one died. There- 
fore, before the operation, he treated the inner 
surface of the uterus in the second case with tincture 
of iodine; staphylococci had been demonstrated 
on it. He left Douglas’ pouch open and drained it. 
There was local infection of the pelvic peritoneum, 
but the patient recovered. 

He sees a further disadvantage of this operation 
in the gaping of the edges of the uterine wound. 
In both his cases he thinks the inversion was entirely 
spontaneous; he explains it as the result of de- 
creased tonus of the uterine muscle in connection 
with paralysis at the site of the placenta, short cord, 
large placenta, or location of the placenta at the 
fundus. FRANKENSTEIN. 


Flint, Jr., A.: Retrodisplacements of the Uterus, 
Following Confinement. Am. J. Obst., 1914, 
xx, By Surg., Gynec. & Obst. 


The author calls attention to the fact that while 
many papers are written on displacements little has 
been said of the frequency and causation; and that 
the writers of textbooks on obstetrics have passed it 
by with a few general statements regarding the use 
of the knee-chest position on the pessary. 
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In 272 private and hospital patients there was a 
retroversion in 58, or in 21.3 per cent. Of 37 cases 
occurring in hospital practice, 25 were primipare 
and 9g of these had no apparent laceration. The 
author believes that retroversion after labor is an 
accidental occurrence; that is, a heavy uterus, freely 
movable in the pelvis may be turned over back- 
ward or may remain forward according to a variety 
of circumstances. He cites two cases in which the 
uterus was found in position, and in which a retro- 
version occurred a short time later, due to constipa- 
tion. 

A slowly involuting, or a subinvoluted uterus, 
abnormally movable after confinement and often 
associated with lacerations, is the condition which 
causes retroversion. 

Lacerations of the perineum and of the cervix 
delay involution not only of the uterus but of the 
vagina. Of 25 primipare, lacerations occurred 
sixteen times, a frequency of 64 per cent; and in the 
37 hospital cases lacerations occurred twenty-six 
times, or in 73 per cent; 48 per cent of the primipare 
had a laceration of the cervix. 

In too cases in which there was no retroversion 
there were 78 primipare and 22 multipara. Of the 
78 primipare, lacerations of the perineum occurred 
twelve times, a frequency of 15+ per cent, and lacer- 
ations of the cervix 14 times, or approximately 18 
per cent; 63+ per cent of the multiparz had lacera- 
tions of the perineum. One patient had a complete 
tear through the sphincter but no displacement of 
the uterus. 

By avoiding lacerations, by aiding the involution 
of the uterus, by routine bimanual examination, and 
the use of the knee-chest position after the twelfth 
day, the author believes that half of the retrodis- 
placements can be prevented. When retroversion 
does occur the treatment should be begun at once. 

C. H. Davis. 


Jeannin, C., and Levant, A.: Prognostic Value of 
Study of Hemokoniz in Icterus during the 
Puerperium (Contribution a l’étude de la valeur 
prognostique de la recherche des hémoconies dans 
les ictéres de la puerpéralité). Arch. mens. d’obst. 
et de gynéc., 1914, ili, 375. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Hemokoniz, discovered by Miiller in 1896, can 
be studied especially well with the ultramicroscope. 
They appear in great numbers in the blood during 
fat digestion and from differences in their number 
conclusions can be drawn as to the function of the 
liver. With this in view the authors made blood 
examinations in intoxications of pregnancy and in 
puerperal infections. The examinations were made 
with the ultramicroscope. 

In the first case there was marked icterus during 
pregnancy. After the giving of butter there were 
immense numbers of hemokonia in the blood 
which had not been present before; therefore no 
operation was necessary. The delivery was normal. 

The pernicious vomiting of pregnancy was present 
in the second and third cases. In both cases there 
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were only a few hemokoniz in the blood—two to 
three in a field; therefore the prognosis was grave. 
Artificial abortion was performed, followed by rapid 
recovery. 

The fourth case was puerperal infection with 
icterus. There were no hemokoniz in the blood. 
The patient died. Autopsy showed severe changes 
in the liver. 

In the fifth case there was infection of the 
amniotic fluid; there was slight icterus, but no 
hemokoniea. Death ensued on the third day. 
There were marked changes in the liver, which were 
demonstrable, however, only under the microscope. 

Important conclusions can be drawn, therefore, 
both as to prognosis and treatment from the condi- 
tion of the hemokoniz. Lack of them always indi- 
cates severe lesions of the liver. Knoop. 


MISCELLANEOUS 


Pinard, A.: Signs and Diagnosis of Normal Uterine 
Pregnancy during Its First Half (Signs et 
diagnostic de la gestation utérine et normale pendant 
sa premiére moitié). Ann. de gynéc. et dobst., 
1914, xi, 193. 

By Zentralbl. f. d. ges. Gynaik. u. Geburtsh. s. d. Grenzgeb. 

The author discusses the signs of pregnancy that 
appear in the very beginning and are manifest in 
the uterus: (1) the cessation of menstruation and 

(2) the combined examination of the uterus by 

Puzos’ method; (3) pregnancy is very probable 

when there is ballottement on pressure. He could 

not demonstrate Hegar’s sign in French women 
without using force in the examination. He 
believes that the soft parts of the uterus are much 
more elastic and compressible in German than in 
French women. STADLER. 


Franz, R.: The Antiproteolytic Serum Action in 
Pregnancy, Labor, and the Puerperium, and 
the Significance of the Antitrypsin Method in 
the Serological Diagnosis of Pregnancy (Uber 
die antiproteolytische Serumwirkung in Schwang- 
erschaft, Geburt und Wochenbett und die Bedeut- 
ung der Antitrypsinmethode fiir die serologische 
Schwangerschaftsdiagnostik). Arch. f.Gyndk., 1914, 


cli, 570. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author showed in an earlier work that the 
increase of the antitryptic serum titer is a symptom 
of pregnancy and the first two weeks of the puer- 
perium. Although these experiments showed that 
in all probability there is an increase during the 
course of pregnancy and labor, further experiments 
were necessary to complete demonstration. 

With the aid of the Fuld-Gross method and its 
modifications by Rosenthal and Pfeifer, Franz 


tested the blood of 47 women at different periods 
of pregnancy, labor, and the puerperium. The titer 
curves show that in the great majority of the cases 
(33) the titer rises under normal conditions during 
pregnancy and labor, and gradually sinks again 
during the puerperium. 


The rise during labor 
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occurs during the first and second stages, while even 
during the third stage it sinks to a value that is 
almost as low as that at the end of pregnancy. 
When inflammatory diseases coexist with the preg- 
nancy there may be a further rise. In two cases of 
eclampsia and one of dermatosis of pregnancy, 
there was an antitryptic action which was in- 
creased over the normal. 

The rise in the titer can be used in the diagnosis 
of pregnancy; it is not specific, however. It is 
increased in any condition in which there is in- 
creased albumin metabolism, such as_ nephritis, 
carcinoma, Basedow’s disease, fever, suppurative 
processes, and disease of the adnexa. At present it 
is not known whether Abderhalden’s dialysis is 
preferable to the antitrypsin method on account of 
greater specificity. BENTHIN. 


Abderhalden, E., and Fodor, A.: Further Study of 
the Presence of Foreign Proteolytic Ferments in 
the Blood of Pregnant Women; Examination 
of the Dialysate with Ninhydrin and Determi- 
nation at the Same Time of Its Nitrogen 
Content by Means of Micro-Analysis (Weitere 
Untersuchungen iiber das Auftreten blutfremder 
proteolytischer Fermente im Blute Schwangerer; 
Untersuchung des Dialysates mittels Ninhydrin 
und gleichzeitiger Feststellung seines Stickstoff- 
gehaltes mittels Mikroanalyse). Miinchen. med. 
Wchnschr., 1914, lxi, 765. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

In this series of experiments the authors determine 

the catabolism or non-catabolism of placental albu- 
min with sera from different sources, not only with 
ninhydrin but by determining the nitrogen in the 
dialysate by Pregl’s micro-analytical method. The 
experiments showed marked agreement in the re- 
sults from the two methods. Non-pregnant patients 
almost always showed a somewhat lower nitrogen 
content in the dialysate. In some cases — cystoma 
and retroversion — this difference was considerable. 
The increase of the dialyzable nitrogen containing 
substances when the serum of pregnant women and 
placenta is brought together, and the failure of this 
phenomenon when the serum of non-pregnant per- 
sons is used, shows very clearly that in the latter 
case the placenta is not catabolized. The author 
believes that Flatow is wrong in his assertion that 
all sera catabolize placental albumin. BrauM. 


Echols, C. M.: Limitations of the Dialysis Method 
as a Practical Test for Pregnancy. J. Am. M. 
Ass., 1914, lxiii, 370. By Surg., Gynec. & Obst. 


The author carried out the dialysis test for preg- 
nancy in 95 women, 70 of whom were known to be 
pregnant. His results may be briefly summarized 
as follows: 

The pregnant women of the series practically all 
gave positive reactions; in fact, the last fifty women 
all gave positive reactions except one, who was about 
two weeks pregnant, as proved by an abortion two 
months later. Twelve per cent of the non-pregnant 
cases gave positive reactions. These included 
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several just operated on for acute or chronic ap- 
pendicitis, pus tubes, fibroids, and ovarian cysts. 
The dialysis test for pregnancy in its present 
stage of development is of value chiefly in a negative 
sense only; that is, if a woman fails to give a positive 
reaction, she is not pregnant. If, on the other hand, 
she gives a positive reaction, we can only say she 
is probably pregnant, for with the present tech- 
nique from ten to fifteen per cent of non-pregnant 
persons will give positive reactions. 
Epwarp L. CoRNELL. 


Leitch, A.: The Serum Diagnosis of Pregnancy 
and of Cancer; a Critical Study of Abderhal- 
den’s Method. Brit. M.J., 1914, ii, 330. 

By Surg., Gynec. & Obst. 


The author reports roo cases tested for carcinoma, 
in which 51 cases of known cancer gave only 55 per 
cent positive results, while 49 known non-malignant 
cases gave 37 per cent positive results. He con- 
cludes, therefore, that the method is without 
diagnostic value. 

He believes that the fundamental experiments 
upon which Abderhalden has based his hypothesis 
do not cover a sufficiently wide field. He thinks 
that many of the unexpected false results obtained 
by numerous workers have not been due, as Abder- 
halden believes, to improper technique. To dem- 
onstrate this point he considers all the errors that 
may be encountered in dealing with the substrate, 
the serum, and the dialyzers. 

He considers it impossible to render the placenta, 
cancer-tissue, or other material used as substrate, 
absolutely free of blood, although Abderhalden 
requires that this shall be done to make the test 
successful. He has, moreover, observed that the 
water in which the substrate has been boiled occa- 
sionally gives a positive reaction with a weak 
solution of ninhydrin, and none with a stronger, 
and that successive boilings will sometimes de- 
velop a filtrate which reacts positively when the 
previous tests were negative. He is unable to 
explain these phenomena, but considers that they 
materially vitiate his results. He has tested 309 
sera with such inert substances as sterilized sponge, 
kaolin, and glass-wool used as substrates, and has 
obtained 7 marked positive results. This con- 
vinces him that it is not so much the serum that 
splits up the substrate as it is the substrate, acting 
by virtue of its physical properties, that splits up the 
serum. 

Hemoglobin-tinted serum is apparently char- 
acteristic of some patients and apparently gives a 
smaller percentage of error than when absolutely 
clear serum is used. In the great majority of the 
author’s cases the serum was obtained at operation, 
or about six hours after the last meal. He found, 


however, that it gave no better results than the 
serum obtained while the patient was eating, or 
directly afterward. 

The permeability of any single dialyzer was found 
not to be constant, but to decrease or increase with 
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use. Consequently, a thimble that had previously 
given a satisfactory preliminary test might be ab- 
solutely useless when employed with a suspected 
serum. The author believes that the only way to 
obtain reliable readings is to manifold the tests and 
controls and strike a just average. In his opinion 
a single test is worthless. 

He concludes that (1) the real fallacies of the test 
are beyond control, and (2) that the hypothetical 
fallacies invoked by Abderhalden to account for 
false results have no basis in fact. F. C. Irvinc. 


Engelhorn, E., and Wintz, H.: A New Skin Re- 
action in Pregnancy (Uber cine neue Hautreak- 
tion in der Schwangerschaft). Miinchen. med. 
Wchuschr., 1914, 689. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The authors give a report and discussion of the 
pregnancy reactions published by Abderhalden, 

Weichardt, and Rosenthal. All these reactions are 

based on the assumption that during pregnancy a 

foreign albumin is circulating in the blood of the 

organism. To demonstrate these hypothetical 
substances the authors made use of a cutaneous 
vaccination with an extract of placenta called 
placentin. The reaction is analogous to von 

Pirquet’s tuberculin reaction and the luetin reaction. 

All pregnant women reacted positively and all 

mature non-pregnant individuals negatively. Be- 

fore menstruation in non-pregnant individuals 
there was an irritation at the place of vaccination. 
MosBaAcHER. 


Adam: Eye Changes in Pregnancy and Labor 
(Uber Augenverinderungen bei Schwangerschaft 
und Geburt). Monatschr. f. Geburtsh. u. Gynik., 
1914, xxxix, 8o8. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The involvement of the retina in the kidney in- 
flammations of pregnancy is relatively rare. Usu- 
ally the symptom is the seeing of only a dark spot 
when looking at a fixed object. With the mirror 
changes can be seen in the optic nerve and the 
retina. Complications during pregnancy are de- 
tachment of the retina and occlusion of the central 
artery or vein. The prognosis of albuminuric 
retinitis with regard to vision in later life is serious. 
Detachment of the retina has a better prognosis in 
pregnancy than at other times. 

Interruption of pregnancy is justifiable in retinal 
changes; and it is better to perform it before pro- 
nounced changes take place in the retina. If 
retinitis has begun, the risk to the mother’s sight 
is not so very great if the pregnancy is allowed to 
continue. The condition is different in uramia, 
in which the blindness is a cerebral one. Sudden 
blindness may occur in eclampsia also; generally it 
is preceded by a decrease in visual acuity and in 
color vision. With the mirror no signs of increased 
intracranial pressure are detected, but in about 
four per cent of the cases there are extensive hamor- 
rhages in the choroid and thrombosis of the vessels 
of the choroid. Caution should be exercised in the 
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prognosis of these eye changes, both with relation 
to the severity of the eclampsia and the later dis- 
turbances of vision. FRANKENSTEIN. 


Konig, H.: Medicolegal and Psychiatric Signifi- 
cance of Menstruation, Pregnancy, and Labor 
(Beitrige zur forensisch-psychiatrischen Bedeutung 
von Menstruation, Graviditait, und Geburt). Arch. 
f. Psychiat. u. Nervenkrankh., 1914, liii, 685. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


If misdemeanors of any kind are committed by a 
sexually mature woman, an investigation should be 
instituted as to the relation in time between the 
act and her menstrual period. In certain cases it is 
well to place her under medical observation for one, 
or better still, several months. In each individual 
case a decision must be made as to whether her 
responsibility is decreased or annihilated. 

When a crime or misdemeanor is committed by a 
woman during pregnancy her condition must always 
be taken into consideration. At this time any 
predisposition to abnormality may become manifest 
or be increased in intensity; but even without 
predisposition tendencies to crime may develop 
at this time. Here also the degree of responsibility 
must be decided in each individual case. In crimes 
committed during labor, twilight conditions due to 
unconsciousness and excitement or mania must be 
considered; also stupor or twilight conditions 
based on hysteria; also such conditions due to 
eclampsia and epilepsy, as well as delirium from 
fever and pronounced psychoses. In such cases, 
when there are any signs of aberration a mental 
examination should be made. HANNES. 


Triepel, H.: Determination of the Age of Human 
Embryos (Altersbestimmung bei menschlichen 
Embryonen). Anat. Anz., 1914, xlvi, 385. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Triepel agrees with the opinion of Frankel, 
Villemin, Miller, and others, that ovulation takes 
place on the average 18 to 19 days after the begin- 
ning of the last menstruation; that is, about 2 weeks 
after the end of the period. On the basis of this 
research the prevalent ideas of the age of human 
embryos need correction. In a number of young 
ova and embryos Triepel tried to determine the age 
and compare the age by the old method with that 
by the newly-reckoned term of pregnancy. He 
worked out a certain relation between the size of 
the embryoanditsage. The formulaisa=nl,in which 

a represents the age of the embryo in days, / the 

greatest length of the embryo in millimeters, and x 

a factor that he has worked out. GoLpscHMIDT. 


Schmitz, W.: Icterus Neonatorum (Untersuchun- 
gen zur Pathogenese und Klinik des Icterus neona- 
torum). Dissertation, Giessen, 1913. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

In 1911, Heimann made a large number of blood 
examinations in icterus neonatorum and his results 
had not been tested since until Opitz advised the 
author to take up the question again. Serological 
examination and Arneth’s blood count were not 
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made. The author agrees with Hofmeier’s hemo- 
hepatogenous theory of icterus neonatorum. He 
found the hemoglobin content, specific gravity, and 
erythrocyte count below normal, and the more severe 
the icterus the lower they were. The same was true 
of the number of white cells, but there was no 
variation from normal in the proportion of the 
different kinds of white cells; there was even no 
decrease in the eosinophile cells. 

Children three days old were selected and kept 
under examination for four days. The results of 
examination were the same on all four days. The 
absolute figures for hemoglobin, specific gravity, 
and red and white cells were always higher in the 
normal children than in those with icterus. The 
severer the icterus the lower the figures. In those 
with moderate icterus the weight increased from 
that of normal children, and fell in those with 
severe icterus. Children with icterus need more 
nutrition. Nucleated red cells, which are rare in 
normal children, were more frequently found in 
those with icterus, often even on the fifth day. 
Frequent pictures of the blood of icteric children 
showed greater or less collections of unformed plate- 
lets. Fritz Loes. 


Tassius, A.: Gonorrheeal Ophthalmia Neonatorum; 
Its Prophylaxis and Treatment (Uber Ophthal- 
moblenorrhoea neonatorum, ihre Prophylaxe und 
Therapie). Frauendrzt, 1914, xxix, 98. 

By Zentralbl. f. d. ges. Gynik. u. Cini. s. d. Grenzgeb. 


Macroscopically, cases of opthalmia neonatorum 
are very much alike whether caused by gonorrhoea 
or not; later, in the course of the disease the differ- 
ences appear which are due to the gonococcus, such 
as involvement of the cornea, more purulent secre- 
tion, etc. The causative agents of non-gonorrhceal 
ophthalmia are chiefly colon bacilli, staphylococci, 
streptococci, and pneumococci—the severest cases 
being due to pneumococcus infecticn. 

The disease generally manifests itself on the sixth 
to the seventeenth day; the cases that appear on the 
third to the fifth day are milder, and are effectively 
treated with o.1 per cent bichloride solution. It is 
not always right to regard a late infection as an 
indirect one; for many times the gonococci are 
deposited during labor in the meibomian glands 
where they remain viable for a long time and later 
reach the conjunctiva with the secretion. Prophy- 
laxis with sterile water is not sufficient; antiseptics 
must be used. As silver preparations in open con- 
tainers generally cause a slight catarrh it is best to 
use Hellendahl’s light proof ampoules, as the silver 
preparations kept in them are practically non- 
irritating. EHRENBERG. 


Vollhardt, W.: Is It Possible to Distinguish Mater- 
nal and Feetal Bloods by the Newer Methods, 
(Ist die Unterscheidung miitterlichen und fétalen 
Blutes nach neueren Methoden moglich)? Zentralbl. 
f.Gyndk., 1914, Xxxviii, 720. 


By Zentralbl. fd. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The differentiation of maternal from foetal blood 
may often be decisive in case of suspected murder of 
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a child after illegitimate birth or criminal abortion. 
Vollhardt has tried two methods that are very much 
under discussion at present, and concludes that 
Abderhalden’s pregnancy reaction cannot thus far 
be used for the purposes of legal medicine. It only 
gives certain results with fresh serum, but fails in 
old, non-sterile, and hemolytic sera and in extracts 
from blood spots, even when Corin’s modification 
is used, the reliability of which the author could 
not confirm. 

Better and more accurate results are given by 
Neumann and Herrmann’s biochemical method, 
which, however, is not absolutely reliable, from all 
points of view. It can only be certainly determined 
that it is foetal blood when the test is negative, or 
when there is only a barely perceptible opalescent 
change in the alcoholic extract. If it is positive, no 
definite conclusions can be drawn as to whether the 
blood came from a pregnant or non-pregnant in- 
dividual, or whether it was a mixture of maternal and 
foetal blood that flowed together during delivery. 

BAYER. 


Deresse, F.: Causes which Prevent Women from 
Nursing (Des causes qui empéchent les femmes 
@allatier). Rev. prat. d’obst. et de pédiat., 1914, 


XXVii, 51. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Statistics are given from Marfan’s clinic, 109 
cases; Baudelocque’s, 500 cases; and ‘Tarnier’s, 
3,069 cases, in regard to the capacity of women for 
nursing. Agalactia or hypogalactia occurred in 
less than 1 per cent of the cases. Of the 80 to 82 
per cent of the women who were completely capable 
of nursing, only 32 per cent nursed their children. 
In the more prosperous classes, on account of 
heredity and bodily weakness the incapacity for 
nursing is greater than among the working classes. 
The author studied the causes for not nursing in 
too cases at the Baudelocque clinic. In 8o cases 
the cause was the economic position of the women. 
In only 20 cases were there psychic or medical 
reasons why nursing was impossible. Prophylaxis 
and treatment could have overcome the incapacity 
in half of these cases. The economic grounds were 
ignorance in only a few of the cases; in the greater 
number of cases the work of the women prevented 
them from nursing their children. Here efforts to 
further the nursing of the children should be 
instituted by the establishment of mother’s rooms 
nursling’s homes, etc. LAMERS. 


Parenago, P.: A Placenta Retained in the Abdomen 
for a Long Time after Extra-Uterine Pregnancy 
(Eine nach extrauteriner Graviditit lange in der 
Bauchhohle zuriickgebliecbene Placenta). Russk. 
Vrach, 1914, xiii, 487. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

In January, 1910, a full-term macerated foetus 
was removed from a patient and it was said that the 
placenta was removed also. Extra-uterine preg- 
nancy had been diagnosed in the fourth month, but 
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the patient had refused operation. In December, 
1914, the patient came to the author. There was 
a large fistulous opening in the scar in the midline 
which was 1o cm. long. The hand could be inserted 
into the opening. A soft cauliflower-like tumor, 
the size of a child’s head, could be palpated through 
the fistula. Because of the abundant hemorrhage 
the patient was operated on in extremis. The tumor 
was removed and was found, on macroscopic and 
microscopic examination, to consist of unchanged 
placental tissue. The patient was discharged 
cured. The author concludes from this case that in 
extra-uterine pregnancy the whole placenta should 
always be removed. Von Hotst. 


Winter, G.: Significance and Treatment of Re- 
tained Fragments of Placenta (Uber Bedeutung 
und Behandlung retinierter Placentarstiicke). 
Monatschr. f. Geburtsh. u.Gyndak., 1914, Xxxix, 597. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb , 


From a study of the work published since the 
Strassburg Congress, Winter comes to the following 
conclusions with regard to the significance and 
treatment of retained bits of placenta. Very 
frequently the retained fragments of placenta cause 
no local or general symptoms, and when they do, in 
the majority of cases it is only local endometritis 
with necrosis of the fragment of placenta. The 
retained placenta never of itself causes severe 
puerperal fever; but it is possible that it furthers 
the infection that results from direct examination 
and medical procedures. 

The uterus should not be curetted for diagnostic 
purposes in febrile puerpera, for it causes disease 
in one-half to two-thirds of the cases and death in 
7 to g per cent. Hemolytic streptococci seem to 
be especially dangerous. Curettage should never 
be undertaken for fever, but only for hemorrhage. 
Retained pieces of placenta should always be re- 
moved immediately after delivery, and during the 
puerperium in non-febrile cases; also in severe 
hemorrhage in spite of fever. If there is no hem- 
orrhage, ergotin should be given to further the 
spontaneous discharge of the retained fragments. 
If this is not successful further treatment should be 
determined by the result of bacteriological examina- 
tion. Saprophytes indicate curettage, virulent 
bacteria contra-indicate it. It should be performed 
whenever possible with the finger, never with sharp 
instruments. Kuster. 


Aguillon, L.: The Coxalgic Pelvis, from the Ob- 
stetrical Point of View (Contribution a l’étude 
clinique des bassins coxalgiques au point de vue 
obstétrical). Thése de doct., Algier, 1913. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The coxalgic pelvis does not have any certain, 
definitely described type, such as Naegele’s anky- 
lotic, obliquely contracted pelvis, but shows great 
variety in its form. In the course of the disease the 


factors that determine the ultimate form of the 
pelvis are the acute or slow onset of the disease, 
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its shorter or longer duration, the degree of the 
bone changes on the diseased and well side, and 
finally, the treatment: long-continued immobiliza- 
tion, long-continued extension, immobilization com- 
bined with extension, resection followed by pseudar- 
throsis or ankylosis. 

Depending on the degree of each of the above 
factors and the combination of several of them, 
there result a number of forms of pelvis, all of which 
can be classified more or less easily, in one or another 
of the following three groups: (1) The obliquely 
contracted coxalgic pelvis with flattening of the 
diseased side; (2) the obliquely contracted coxalgic 
pelvis with flattening of the well side; (3) the pelvis 
symmetrically flattened on both sides. All these 
forms are pictured and described in detail in the 
original. 

In the clinical diagnosis the author attaches 
special importance to internal examination and 
especially réntgenography by Bouchacourt’s meth- 
od, as well as to external pelvic measurements. The 
prognosis for delivery is not dependent on the 
coxalgia of itself, but on the kind and degree of 
pelvic contraction produced by it. It has been 
growing progressively better of recent years. The 
pelvic abnormality must be diagnosed before the 
eighth month of pregnancy. 

The following are the methods of choice in treat- 
ment: (1) Artificial premature delivery after the 


eighth month if the true conjugate is over 8.5 cm.; 
(2) pubiotomy in multipare and when the true 
conjugate is less than 8.5 cm. and more than 7; 
(3) cesarean section when the true conjugate is 
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less than 7 cm. and when no living child has been 
born at previous deliveries. 

Histories of five of the author’s own cases are 
given. Three of them were delivered spontaneously, 
one left the hospital before delivery, and in one, 
pubiotomy was performed with good results for 
mother and child. LAMERS. 


Untiloff: Effect of Pituitrin on the Uterus in Vitro 
(Zur Frage iiber die Wirkung des Pituitrins auf die 
isolierte Gebirmutter). Festschr. f. Prof. Pobedin- 
sky, Moscow, 1914. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The rabbit’s uterus shows automatic contractions 
after it is removed from the body, every contraction 
forming a blunt cone on the curve. Under the in- 
fluence of pituitrin the waves become higher and 
the pauses shorter. The effect of pituitrin begins 
after five to ten minutes, varying with the irritability 
of the uterus. Generally the character of the con- 
tractions is not changed; tetanic contractions appear 
only in exceptional cases. 

There is no difference between the different prepa- 
rations. Generally a solution of 1:1000 is strong 
enough. It is possible that weaker solutions would 
produce a certain effect. The best subject for the 
experiments is the uterus of a rabbit that has borne 
young, preferably one which has been delivered 
within 8 or 10 days. The virginal rabbit’s uterus 
contracts only slightly. The pregnant uterus cannot 
be used, because contractions may be caused by the 
movements of the foetus. JENTTER. 
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KIDNEY AND URETER 


Grove, E. H.: A Nervous Symptom in a Case of 
Nephritis. J.-Lancet, 1914, xxxiv, 438. 
By Surg., Gynec. & Obst. 

Grove’s patient, a telephone operator, aged 28, 
with little of importance in her previous history, 
was taken sick with headache, nausea, and vomiting. 
The nausea disappeared but the vomiting con- 
tinued. She was treated symptomatically by 
lavage, rectal feeding, and eventually a light diet. 
Later she was under the care of a chiropractor for 
two months. During the third month an urinalysis 
was made and albumin found, the usual treatment 
being prescribed. In the fourth month, coming 
under the author’s care, the following were the 
findings of an examination: haemoglobin, 98 per 
cent; systolic blood-pressure, 130 mm.; urine, sp. 
gr. 1028, alkaline, much albumin, no sugar, triple 
phosphates, hyaline casts; quantity, 1,000 ccm. in 
twenty-four hours. The usual treatment was 
again prescribed, plus rest in bed. So long as she 
kept in bed she was able to retain her food, but when 
she arose vomiting returned. This vomiting came 
on soon after eating, preceded by a queer feeling, 
which was relieved by vomiting, but left her very 
hungry. Her weight diminished from 145 to 127 
pounds. 

During the ninth month another examination 
gave practically the same results. She was again 
put to bed, and later allowed to be up and about. 
She was then given Neiswanger’s electrical treat- 
ment — negative head-breeze and Morton wave- 
current — during which time she was able to retain 
most of her meals. When the electrical treatments 
were discontinued, she admitted vomiting as before, 
but confessed that she could avoid doing so by 
exerting all her self-control. 

In the discussion that followed, the hysterical 
aspect of the case was thoroughly considered. It 
was pointed out that in chronic Bright’s disease 
there are a variety of neurological disorders, both 
psychic and sensory. Bernard’s famous experi- 
ment in which he produced albuminuria by irritation 
of the floor of the fourth ventricle was cited. Em- 
phasis was laid upon the fact that chronic Bright’s 
disease is a toxemia rather than a disease of the 
kidneys, and that the brain and nervous tissues 
as well as the kidneys may be affected, especially 
in subjects who use their nervous tissues exces- 
sively. One observer had noticed in a number of 
chronic cases of Bright’s disease an intoxication so 
characteristic of Graves’ disease that it was not 
until the urine was analyzed and the blood-pressure 
taken or the eye-ground examined that the true 


nature of the disease was determined. The vomit- 
ing in this case was of a cerebral type, and not un- 
like that present in acute exacerbations of hyper- 
thyroidism. Louis L. TENBROECK. 


Tyler, A. F.: Urinary Calculi; Value of the X-Ray 
in Their Diagnosis. Urol. & Cutan. Rev., 1914, 
XVili, 345. By Surg., Gynec. & Obst. 

Tyler describes his technique for réntgenologic 
examination of the urinary tract, which is similar 
to that generally in vogue. He emphasizes the 
necessity for careful preparation of patients previous 
to examination and further calls attention to the 
so-called “‘old teakettle bladder,” in which there is a 
deposit over the entire mucosa, of calcareous 
material — here the plate shows a diffuse shadow 
over the entire bladder region. He urges the use 
of the cystoscope for confirmation of findings. Four 
interesting cases of diagnosis by réntgenologic exam- 
ination are reported and the following conclusions 
are reached: 

1. The use of the radiograph in the diagnosis 
of the kidney, ureter, and bladder-stone is painless 
and should be emphasized in all suspected cases. 

2. The X-ray findings are more accurate than 
those by any other method, there being only one 
per cent of error under proper technique. 

3. The use of the radiograph gives an accurate 
idea of the location, size, and number of the stones. 

4. In badly infected and aged subjects the 
radiographic method is painless and positive and 
often does away with the necessity of cystoscopic 
examination. J. S. Ersenstaeprt. 


Grant, H. H.: The Management of Nephrolithia- 
sis. Louisville Month. J., 1914, xxi, 73. 
By Surg., Gynec. & Obst. 

Grant reviews the subject of nephrolithiasis, 
mentioning the generally discussed and accepted 
theories connected therewith. 

His paper is divided into four sections: 

1. How do stones form in the kidney? 

2. What damage do they do? 

3. How do we know they are there? 

4. What is to be done about it? 

He believes in an “aseptic” inflammation in- 
volving the pelvis and sometimes extending to the 
interstitial tissue of the kidney as a common result 
of the irritation due to the presence of stone, which 
is usually present some time before infection takes 
place. 

He doubts the frequency of ascending infection 
through the lumen of the ureter but believes it 
reaches upward along the lymphatics of the ureteral 
wall and the loose connective tissues adjacent. 
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When stones are situated in the upper urinary 
tract, they primarily have their origin in the kidney 
and migrate from there. They do not form in the 
ureter. 

The real damage to the kidney substance and 
associated break in health follows sepsis with its 
resulting renal deficiency and absorption of pus 
products. 

When stone is suspected, a failure of the X-ray 
to show it should not be accepted as conclusive, but 
repeated examinations should be made and ex- 
ploratory operation done if clinical indications point 
to a kidney lesion. 

Operative mortality is high in cases with advanced 
sepsis and in actual pyelonephritis with multiple 
abscess the prognosis is dismal — as high as 30 per 
cent. 

Grant favors direct operative approach to the 
stone, and nephrectomy where the kidney is badly 
damaged. Frep R. CHARLTON. 


Schildecker, C. B.: The Post-Operative Treatment 
of Urinary Lithiasis. 7r. Am. Ass. Obst. =Gynec., 
Buffalo, 1914, Sept. By Surg., Gynec. & Obst. 


The author believes that too little attention has 
been paid to the post-operative treatment of urinary 
lithiasis. The treatment instituted should be based 
on the chemical character of the stone as determined 
by an analysis. On this basis a certain dietetic and 
medicinal régimé should be adopted which is best 
suited to lessen the possibility of the formation of a 
new stone, or otherwise diminish the tendency of 
growth of a stone already present. The points 
covered by the paper were: (1) Kinds of calculi to 
be considered; (2) chemical methods for analysis of 
stone; (3) dietetic and medicinal treatment of each 
variety of stone. 


Buerger, L.: Perirenal Hydronephrosis, Pseudo- or 
Subcapsular Hydronephrosis. Am. J. Surg., 
1914, XXviii, 266. By Surg., Gynec. & Obst. 

Buerger calls attention to the rarity of the con- 
dition which ensues when the urinary secretion finds 
its way under the fibrous capsule of the kidney, and 
dissects this away from the surface of the organ so 
that a pseudocyst is formed. ‘To this lesion various 
names have been given, the most descriptive being 
perirenal hydronephrosis, pseudohydronephrosis, 
and subcapsular hydronephrosis. To the 22 cases 
recorded in literature, the author contributes two 
that have come under his own observation. 

In the first case there existed a congenital ob- 
struction to the urinary outflow in the urethral tract 
in an infant nine months of age, which was associated 
with undeveloped infantile kidney together with a 
hydronephrotic kidney. Upon nephrectomy, a 
large subcapsular exudation surrounding a hydro- 
nephrotic kidney, was revealed. Examination of 
the specimen demonstrated that a perforation in the 
attenuated cortical substance of the hydronephrotic 
kidney had occurred, and through this, urinary 
extravasation took place under the capsule, dis- 
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secting this away with the formation of a pseudo- 
cyst. 

The second case, a boy 14 years of age, had a 
history of a severe blow in the left upper abdomen 
and the back, five years previous, followed by 
repeated attacks of renal colic. After a second 
traumatism over the same kidney, a severe attack 
of lumbar pain followed, associated with vomiting 
and blood in the urine. Nephrectomy showed a 
large, cystic tumor formed by the accumulation of 
a urinous exudate under the. capsule, a hydro- 
nephrotic kidney. The cortical substance presented 
a ragged perforation, the organ lying free and mobile 
in the sac. 

Briefly, the author’s two cases presented the fol- 
lowing characteristics: hydronephrosis with marked 
attenuation of the renal parenchyma in both in- 
stances; in one case a distinct history of trau- 
matism. In neither case were the clinical data 
sufficient to rouse even a suspicion of the exact 
anatomical lesion. 


Loughnane, F. M.: Renal Sarcoma of Infancy. 
Brit. J. Surg., 1914, ii, 77. 
By Surg., Gynec. & Obst. 
The author’s report is based upon thirty-five cases 
(26 autopsies) garnered from the principal London 
hospitals. In the decade 1901-1911 the death 
returns from the registrar general’s office for cancer 
of the kidney and suprarenal capsule amounted to 
987, of which 430 were under the age of five years, 
and the balance from five to fifteen years, showing 
a relatively high ratio in the infant. 
Symptomatology. The patient appears listless, 
pale, and emaciated in spite of the large abdomen, 
which is oftentimes the first noticeable symptom. 
Pain in the loin or back was noted in only 8 of the 
35 cases. Fever ranging from 99 to ror degrees was 
the rule, as is common in rapid sarcoma. A mild 
leucocytosis was observed in a few cases, and a 
cough, probably coincident with lung metastasis. 
Urinalysis. In the 37 cases hematuria occurred 
in 7 while under observation, and in 4 additional 
cases a history of hematuria was obtained. Either 
hematuria or albuminuria was present in Io cases. 
In adults, on the contrary, hamaturia occurs in 90 
per cent and, as an initial symptom, in 70 per cent. 
The newer renal tests depend for their interpreta- 
tion upon the relative output or findings in one 
kidney as contrasted against the other, and so are 
of no value in infants. Seventy-two per cent of the 
infant cases derive no benefit from urinalysis. 
Pathology. In the 35 cases the disease was on the 
left side in 17, on the right in 13, bilateral in one, 
unrecorded in 4. Metastasis occurred in the liver 
in 4, omentum twice, glands 3 times, and lungs 
twice. In Jacobi’s 40 cases lesion was right-sided 


in 18, left-sided in 19, bilateral in 8. The tumor 
consists of a variety of sarcomatous elements 
(spindle or round-celled) with cuboidal and other 
renal parenchyma. Muscle-cells (normally found in 
the kidney capsule and in the foetus around the 
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collecting tubules), cartilage and epithelial pearls, 
and ganglion cells are also occasionally found. These 
structures are very rarely true teratomata, but more 
frequently teratoid, the result of metaplasia (Adami). 
The epiblastic elements are generally limited by 
their basement membrane. 

Prognosis. Eighty per cent are said to have had 
recurrences, 70 per cent the first year. The imme- 
diate operative mortality was 7.7 per cent, a reduc- 
tion from 76 per cent in 1885. Out of 12 nephrecto- 
mies, 2 died in six months from recurrence, 1 in 3 
months from phthisis, 2 were alive and healthy 18 
months afterwards. Four survived 3 years and in 
3 cases the results were unknown. 

Louts L. TENBROECK. 


Eisendrath, D. N.: The Clinical Aspects of Renal 
Infection. Jnterst. M. J., 1914, xxi, 764. 
By Surg., Gynec. & Obst. 

The writer says that in many cases of renal in- 

ection, the local signs are completely overlooked 
because of the general symptoms of septic in- 
toxication. Many cases are masked by the pseudo- 
malarial chills and fever, or a typhoid-like course of 
temperature; and tenderness and other symptoms 
of renal infection are so indistinct that the kidney 
is not considered as the source of the obscure fever. 

The most reliable clinical evidences are obtained 
by the use of the cystoscope, the ureteral catheter 
and the X-ray. Tenderness over the kidney may be 
elicited either by bimanual palpation or by palpa- 
tion at the costovertebral angle. Pelvic lavage is 
of more assistance in the chronic cases than in acute 
infection of the renal pelvis. 

Infection of the kidney may take place by one or 
more of four routes, or by a combination of several 
routes. ‘The first, the hematogenous or blood route; 
second, the urogenous, along the interior of the 
ureter, where the micro-organisms migrate up in the 
stagnant column of urine into the pelvis of the 
kidney; third, the lymphogenous route; i. e., from 
the lymphatics of the bladder to those of the ureter 
and up along the latter to the pelvis and into the 
lymphatics of the kidney; and fourth, by way of the 
connection of the lymphatics of the colon with 
those of the ureter. 

Many cases of renal infection are dependent upon 
the presence of a calculus blocking the ureter. ‘The 
re-formation of renal calculi is not infrequent and 
must be considered in giving the prognosis of any 
case in which a stone has been removed. Calculi 
are apt to re-form as long as an infection is present, 
since such kidneys are often the seat of a chronic 
colon bacillus infection. 

If the opposite kidney can functionate for both, 
primary nephrectomy is to be preferred to a con- 
servative method in advanced cases of renal in- 
fection, but conservatism should be the rule in all 
cases except those of the hyperacute type; in these, 
nephrectomy should be performed as early as 
possible, while in the acute form, the conservative 
methods should first be tried. 


Peacock, A. H.: A Study of Twenty Cases of Renal 
Tuberculosis. Northwest Med., 1914. vi, 205. 
By Surg., Gynec. & Obst. 


The possibilities of the present-day exactness in 
the diagnosis of kidney tuberculosis is touched upon 
by Peacock, brief histories of twenty cases being 
shown, part of which were proven operative and 
part non-operative. He considers that the cases 
practically always come late to the genito-urinary 
surgeon because of the primarily misunderstood 
cystitis treatment by the practitioner. The claim 
is made that renal tuberculosis is always seconaary 
to a focus elsewhere in the body and that attention 
should be directed to the primary focus as well as 
the secondary kidney focus in the diagnosis and 
treatment of the case. 

After studying these twenty cases, Peacock is 
impressed with the following findings: 

The tubercle bacillus was found in the urine in 
19 Out of the 20 cases. 

Hamaturia, which usually occurred early, ap- 
peared in 60 per cent. 

The sexes are about equal: 11 males and 9 females. 

The average age was 26; the youngest case being 
14 years of age; the oldest 43. 

In 65 per cent of the cases the primary lesion was 
found outside the kidneys in the examination. 

In 60 per cent a bilateral infection was proven. 
In these bilateral cases he considers that the presence 
of one competent kidney should be assured before 
nephrectomy is done, because of the great danger 
of the remaining kidney’s destruction later. 

C. E. BARNETT. 


Deaderick, W. H.: The Tests of Renal Function. 
J. Ark. M. Soc., 1914, xi, 47. 
By Surg., Gynec. & Obst. 

The author gives a well-ordered review, historical 
and technical, of all the commonly recognized 
excretory and retention tests of renal functional 
activity. His conclusions are as follows: 

1. The phenolsulphonephthalein test is simpler 
than other functional tests, and the drug is non- 
irritating and non-toxic. 

2. The total amount of work of both kidneys 
is accurately shown by delay and diminution of 
excretion. 

3. The relative efficiency of each kidney is deter- 
mined by analysis of the segregated urines. 

4. The test is of great importance in cardiorenal 
disease by indicating the organ most at fault. 

5. Valuable prognostic data may be gathered 
by the application of this test. 

6. Absolute reliance should not be placed upon 
any functional renal test, results should be cor- 
related with clinical findings. H. W. PLAGGEMEYER. 


Keene, F. E., and Pancoast, H. K.: The Present 
Status of Pyelography. J.Am. M. Ass., 1014, 
Ixiii, 523. By Surg., Gynec. & Obst. 


In order to avoid untoward results of collargol 
injection, the authors recommend that the greatest 
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care be used regarding asepsis. The ureteral 
catheter should not exceed No. 6 in size, should be 
smooth of surface, pliable, and not stiletted. The 
catheter is inserted 20 cm. and its further progress 
made slowly until the slightest buckling occurs, 
when it is withdrawn 1 to 2 cm., and the urinary 
outflow examined, to determine, if possible, the 
presence or absence of pelvic dilatation. 

The catheter is then withdrawn to cm. and the 
injection made. If the urine is blood-stained, the 
injection is deferred for seven days. When an 
obstruction is encountered along the ureter, forcible 
attempts to overcome it are not made; a smaller 
catheter is used, and if its passage is likewise im- 
peded, collargol is injected, and in the majority of 
cases will find its way upward. 

The authors are opposed to simultaneous in- 
jection of both kidneys. The collargol is freshly 
prepared for each case and varies from 5 to Io 
per cent, depending upon the thickness of the ab- 
dominal walls. In making the injection they use a 
30 ccm. burette connected with a short tube and 
stopcock. To start the flow, the burette is elevated 
three feet, but is immediately lowered and the 
fluid allowed to flow in at an elevation of not more 
than one foot with a No. 6 and two feet with a No. 
5 catheter. The injection is discontinued when the 
column of collargol ceases to fall, or the patient 
experiences the slightest sensation of fullness in the 
kidney region. After the picture is taken, the col- 
largol is drained off and the catheter removed. 
When retention from angulation of the ureter due 
to ptosis is suspected, the patient is required to 
remain in bed twelve hours after the injection. This 
facilitates free drainage of any collargol that may 
remain in the pelvis of the kidney. 

Pyelography should be employed only after the 
usual methods have failed. The authors are op- 
posed to its use in depicting interesting anomalies 
and to its indi criminate use in all types of renal 
pathology. 

The pyelograph is usefu! in detecting the earlier 
stages of hydronephros s due to mechanical block- 
ing of the ureter other than that caused by a stone; 
also in horseshoe and dystopic kidney, and in render- 
ing a calculus sufficiently opaque to cast a per- 
ceptible shadow when it was not detected by the 
simple réntgenoscopy alone. Harry A. Kraus. 


Ferguson, S. W.: Pyelitisin Infancy. Med.J. Aus- 
tral., 1914, i, 105. By Surg., Gynec. & Obst. 
The author’s report, which is based on a series 
of 45 cases, all of which occurred in females, is at 
variance with some of the recent articles in which 
large numbers of cases occurring in boys have been 
reported. 
In regard to the mode of infection, the author 
believes the evidence points to an ascending in- 
fection from the urethra. The factors speaking 


for this are its frequency in the female, its usual 
appearance during the napkin period, and the fact 
that in a large percentage of the cases the symptoms 
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of pyelitis are preceded by definite intestinal dis- 
turbances and frequent motions. 

The author was able to obtain the usual history 
of intestinal disturbance in his series of cases. 
One of the important points brought out in this 
paper is the statement that no examination of a 
febrile child is complete, when no cause for the rise 
in temperature is found, without a microscopic 
examination of the urine. Attention is also called 
to the fact that there are seldom any symptoms 
pointing to an involvement of the urinary tract. 
He believes that in some of the cases the incidence 
of the toxin falls on the nervous system, and he 
further states that head retraction and Kernig’s 
sign may sometimes be present. 

In the treatment of these cases the author is in 
favor of the alkaline treatment, relying generally 
on either sodium or potassium citrate. When he 
administers urotropine, he gives it in association 
with the acid phosphate of sodium or ammonia 
benzoate and diluted with large quantities of water. 
The author does not enter into a detailed discussion 
of vaccine treatment, as he believes vaccines are 
rarely necessary but may be of value in a case in 
which the condition has been unrecognized for a 
long time, or in prolonged cases to supplement the 
alkaline treatment. The histories of the two fatal 
cases in his series are given. 

HERMAN L. KRETSCHMER. 


Pennock, W. J.: Chronic Pyelitis. Northwest Med., 
1914, Vi, 202. By Surg., Gynec. & Obst. 
The usual signs and symptoms for diagnosing 
non-tubercular pyelitis are discussed. Pennock con- 
siders the following findings essential for a diagnosis: 
An approximately normal amount of urine should be 
secured from either kidney with a normal specific 
gravity from each; with a normal urea excretion 
phthalein should appear at the normal time followed 
by a normal quantitive excretion in a given time 
and the urine from one or both kidneys should con- 
tain pus. 

Pelvic lavage with a strong solution of silver 
nitrate is advocated in the treatment. One case 
of gonorrhceal pyelitis was cited in which a ten per 
cent collargol pyelography proved sufficient to 
eradicate the infection. C. E. BARNETT. 


Woolsey, G.: Some Problems in the Surgery of the 
Kidney. Am. J. Surg., 1914, xxviii, 293. 
By Surg., Gynec. & Obst. 

In a general survey of the entire field of kidney 
surgery Woolsey arrives at several clearly stated 
conclusions. The kidney is injured subparietally 
more frequently than any other organ, but the 
cortical laceration does not cause urinary extra- 
vasation. This only accompanies rupture of the 
pelvis or calices. 

He treats cases expectantly except those present 
ing a severe clinical picture, or those in which there 
exists an infection of the lower urinary tract. 

As a rule, bullet wounds require operation, inas- 
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much as the peritoneal cavity is usually invaded. 
Lumbar drainage is always advisable. 

Any other treatment than surgical is a failure in 
tuberculosis of the kidney. The author believes 
that tuberculin is a waste of time and that climatic 
treatment gives an enormous mortality. He quotes 
Wildbolz, who reported 316 cases treated non- 
surgically in Switzerland. Only ten per cent lived 
over five years, only five per cent had no symptoms 
over five years, and only one case was well in every 
respect. 

But few, if any, specimens of healed tuberculous 
kidney are found, while they should be not uncom- 
mon if spontaneous recovery is common. 

He does not believe that partial nephrectomy is 
ever permissible. 

The X-ray, while now an indispensable adjunct 
to diagnosis, often fails to reveal stones. In one 
case a bladder-stone, one and one-half inches in 
diameter, was determined by cystoscopy where the 
X-ray failed utterly to show a shadow. 

Differentiation between appendiceal and renal 
conditions will depend largely on clinical symptoms. 
There is a tendency toward neglecting this phase of 
study. Every diagnostic agency, such as_ the 
X-ray and urinary studies, should be resorted to 
before the operative procedure is determined upon. 

He has used the transverse incision of the kidney 
for the removal of stone, believing that it damages 
less kidney tissue than the longitudinal. 

Frep R. CHARLTON. 
Zondek, H.: Experiments in the Decapsulation of 
the Kidney in Rabbits with Bichloride 
Nephritis (Experimentelles zur Dekapsulation der 
Niere bei sublimatvergifteten Kaninchen). Ziéschr. 
f. d. ges. exp. Med., 1914, iii, 122. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Harrison recommended nephrotomy for the de- 
crease of intrarenal pressure and its sequela, but 
Edebohls substituted for it the less dangerous 
decapsulation. ‘This operation has been used not 
only in scarlet fever nephritis and puerperal eclamp- 
sia, but in acute forms of nephritis and in angio- 
neurotic hemorrhage of the kidneys. A con- 
siderable number of authors have had excellent 
results from it. Zondek used the method, ex- 
perimentally, in kidneys congested by torsion or 
pressure on the pedicle, and found that decapsula- 
tion of the acutely swollen kidney caused a decrease 
in the intrarenal pressure. The discharge of drops 
of blood and serous fluid observed on decapsulation 
he called “bleeding the veins and lymphatics.” 
Then he undertook a study of the effect of decapsula- 
tion on kidneys not artificially swollen. Bichlo- 
ride seemed to him the best agent for producing 
the kidney lesions, as the swollen condition of the 
kidney produced by bichloride poisoning is very 
similar to that produced by the toxins of various 
bacteria — cholera bacillus, colon bacillus, tubercle 
bacillus, pneumococcus, and diphtheria bacillus. 
The highest dose was 1 cg., the lowest 2 mg. of 
bichloride. 
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As experimental and control animals, he used rab- 
bits with an average weight of 1 kg. He found on 
extirpating the kidneys during life that the decap- 
sulated kidney weighed 0.7 to 4.6 gms. more than the 
non-decapsulated one. The differences in weight are 
about proportional to the amount of bichloride in- 
jected and the time of its action before the extirpa- 
tion of the kidneys. Though the non-decapsulated 
kidney contained more blood than normal, its blood 
content was small as compared with that of the de- 
capsulated kidney. The differences in weight disap- 
peared in animals that di#d spontaneously ‘‘ when 
the motor that drives the blood into the kidney” 
was excluded. Microscopic examination showed 
that increase in the size of the parenchyma cells was 
not responsible for the increase in weight. Thera- 
peutically, decapsulation of the kidney not only de- 
creases intrarenal pressure but also gives the best 
opportunity for a more complete irrigation of the 
kidney with blood, and for abundant diuresis. 

SAXINGER. 
Guerry, L.: Injury of the Vena Cava during Neph- 
rectomy. J.S.Car. M. Ass., 1914, x, 576. 
By Surg., Gynec. & Obst. 

In the removal of three large pyonephrotic tu- 
mors, one of which contained a large calculus, 
Guerry accidentally included a portion of the vena 
cava when the stump was clamped ew musse and 
severed. Clamps were applied to the breach in the 
cava, which entirely controlled the haemorrhage. 
They were loosened the seventh day and removed 
on the eighth day. All three cases recovered and, 
with the exception of the second case, no evidence 
was present to indicate, by oedema, that a block 
had occurred in the vena cava. 

In reviewing the history, the author found 20 
cases in which 7 were controlled by the clamp 
method, while the others had either ligatures or 
sutures applied. 

A case from Peltesohn describes the suture of the 
vena cava following the removal of a kidney cancer. 
The patient recovered, free from acute symptoms, 
showing perfect permeability of the cava. 

An interesting case is reported from Delanuay, 
in which the vena cava was entirely severed during 
the removal of a tubercular kidney. Ligatures were 
placed around both above and below the cava. 
(Edema, while present, was not marked. Collateral 
circulation occurred through the reno-mammary, 
renoazygo-lumbar, and utero-ovarian (Robinson’s) 
circle. Recovery progressed perfectly. The re- 
establishing of the utero-ovarian circulation re- 
kindled a uterus that was in a quiescent menopause 
into a renewed menstruation. C. E. BARNETT. 


Butler, F. A.: A Case of Primary Carcinoma of 
the Ureter with ‘‘Sciatica.’’ Clifton M. Bull., 
1914, li, 48. By Surg., Gynec. & Obst. 

The patient, a bookkeeper, aged 53, was admitted 
to the sanitarium October 14, 1913, complaining 
of sciatica. His father died at 78 of cancer of the 


stomach. The patient had always had good health 
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until 19 months before, when his present illness 
began with an attack of hematuria lasting one 
week. Twelve months later he had a second similar 
attack. There was no pain, passage of gravel, or 
other symptoms suggesting renal colic. A few 
months later the patient had incontinence of urine 
for relief of which an intra-urethral operation was 
performed in April, 1913. This was followed by 
painful urination and a swelling of the right testicle. 
At this time he was told there was sugar in his 
urine, and a diabetic diet was prescribed. 

The present back-pain had been troubling him for 
five months. There was a marked tenderness over 
the right sacro-iliac articulation and constant pain 
in the region of the right sciatic notch, radiating 
into the right groin and down the outer aspect of 
the thigh, where it was most severe and constant. 

There was no history of trauma. The pain had 
had a gradual onset and had become continually 
more severe, requiring on an average two grains 
of morphia daily. He was pale and emaciated and 
in nineteen months had decreased in weight from 
176 lbs. to 125 lbs. His skin was lax and flaccid; his 
tongue presented a thick dark-brown coat; his 
breath was foul and his throat somewhat reddened; 
the pupillary reaction was normal. The temperature 
varied from 97° to 99.5°, pulse 80 to 100, respiration 
20 to 25. 

There was no glandular enlargement, and the 
heart and lungs were normal. Abdominal palpation 
revealed a firm, smooth, rounded, non-tender 
immovable mass about three inches in diameter 
just to the right of the umbilicus. 

The right testicle was symmetrically enlarged to 
three or four times the normal size. Rectal exam- 
ination was negative. 

The urine contained a few hyaline casts and a 
slight trace of albumen. There was no evidence of 
intestinal obstruction. The stools showed no blood. 
Blood-pressure was normal. Hemoglobin 78, white 
count 11,000, red count 4,544,000, differential 
normal. X-ray examination of the sacro-iliac region 
was negative. Sigmoidoscopy was negative. Cystos- 
copy revealed no abnormality of the bladder, 
but on ureter catheterization the right ureter was 
found to be obstructed 6 cm. from the orifice. Wash- 
ings obtained by the injection of boracic acid solu- 
tion were stained for tubercle bacilli with negative 
results. Von Pirguet test was negative. The 
phenolsulphonephthalein test resulted in the ap- 
pearance of the dye from the left ureter in eight 
minutes, but none from the right — 21 per cent was 
recovered the first hour and 45 per cent in two hours. 
A preliminary diagnosis of sarcoma of the right ileum 
was made. The hematuria and right ureter obstruc- 
tion were explained as being due to infiltration of the 
ureter from without. 

A preliminary operation was performed November 
22d. Atumor palpated just posterior to and below 
the right kidney, seeming to spread over the anterior 
surface of the sacrum and ileum. It was quite ex- 
tensive and firm but not of bony consistence. 
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A specimen was excised for examination. 
pathologist reported it to be carcinomatous. 

The result of the operation and pathological 
findings, added to the previous findings, led to a 
diagnosis of ‘‘ primary carcinoma of the right ureter.” 

The patient made a good recovery, the abdominal 
incision healing rapidly. Pain was markedly de- 
creased, requiring only one-quarter grain of morphia 
daily. On December 12th the right testicle was 
removed, its involvement being regarded as meta- 
static. The tumor was found to contain only 
normal tissue. The patient declined rapidly and 
died December 20th. 

Autopsy revealed an extensive mass of carci- 
nomatous tissue obliterating the central half of the 
right ureter, infiltrating the psoas and iliac muscles, 
the posterior peritoneum, the nerves of the lumbar 
plexus, and the perirenal tissue. The right kidney 
was atrophic and not involved. The left kidney was 
normal. There were no metastases in any of the 
organs. The neoplastic tissue extended by continu- 
ity down the right ureter within 6 cm. of the bladder 
orifice. This tissue was separated by a strip of 
normal ureter, 4 cm. in length, from a mass of 
carcinomatous tissue which had entirely infiltrated 
the lowest 2 cm. of the ureter and was invaginated 
to the extent of 1 mm. into the bladder. 

The scarcity of literautre on the subject is noted. 
The seven cases collected by Metcalf and Safford 
are said to be the only cases in literature to date. 

In the reports of six cases of primary carcinoma 
of the ureter by Rundle, Albarran, Uvelcker, Heck- 
taen, Wissing and Blix, Rokitanski and Halle, the 
symptoms and findings were essentially similar to 
those in this case, namely, hematuria dissociated 
from pyuria, pain largely sacral, presence of tumor 
and ureteral osbtruction. H. G. Hamer. 


BLADDER, URETHRA, AND PENIS 


Pike, J. B.: Perforation of the Bladder from 
Chronic Ulceration with Secondary Appendi- 
citis. Practitioner, Lond., 1914, xcili, 292. 

By Surg., Gynec. & Obst. 

The author reports a rare case of perforation of 
the bladder complicated with appendicitis. The 
patient, a deaf-mute 73 years old, was admitted 
to the hospital on account of abdominal pain and a 
lump in the right iliac fossa. 

An operation for appendicitis was made on the 
day of admission. On incision of the peritoneum 
dense adhesions were found around the cecum, and 
while these were being separated a small stream of 
clear fluid, which proved subsequently to be urine, 
issued from the wound. The appendix was found 
to be very large and in a mass of adhesions; the 
stump was buried and a large drainage tube in- 
serted. 

The patient lived nine days after the operation, 
during which time he passed no water naturally, 
catheterization being difficult. 

The post-mortem findings were: Bladder deep 


in the pelvis, thickened and contracted, small star- 
shaped calculus in the bladder, which had caused 
ulceration through the mucous and muscular coats 
of the bladder, its peritoneal covering being dis- 
tended into a long peritoneal cyst, which had 
ruptured when the attempt was made to separate 
the adhesions. THEO. Drozpow!Tz. 


GENITAL ORGANS 


Corner, E. M.: Further Experiences of the Treat- 
ment of Imperfectly Descended Testicles. 
Am. J. M. Sc., 1914, cxlviii, 51. 

By Surg., Gynec. & Obst. 

Corner refers to his paper published in the British 
Medical Journal in June, 1904, in which he discussed 
the advisability and value of the operations per- 
formed for relief of undescended testicle, and in 
this paper makes a summary of his experiences since 
then. 

First, he advises that there need be no particular 
hurry to perform this operation, except under 
certain conditions, viz., (1) the recognition of a 
hernia accompanying the imperfect descent, or 
(2) the recognition that the imperfect descent is not 
mere belatedness. 

He emphasizes the fact that in separating the 
sac from the cord in cases of hernia accompanying 
undescended testicle, great care must be taken not 
to injure the blood-vessels on account of the sub- 
sequent danger to the nutrition of the testicle. 

He claims that it is not, as a general rule, impera- 
tive to operate before the age of seven years. He 
says the operation may be done in one of three ways: 

1. The accompanying hernial sac may be divided 
and stripped of the cord, allowing the testicle to 
descend into the scrotum. Any but the mildest 
scrotal fixation is merely a prelude to failure, 
anatomical or physiological. Such an operation is 
called an orchidoplasty or an orchidopexy. 

2. The gland may be removed as advocated by 
many. This line of treatment is especially indicated 
when the imperfect descent is unilateral. It is 
satisfactory in its after-results. The operation is 
an orchidectomy. 

3. Especially when the condition is bilateral, the 
gland may be returned to the abdomen, intraperi- 
toneally. Any internal secretion which the gland 
may have, which will aid the patient to develop 
sexual character, such as hair on the face, male 
voice, male body, energy of mind and body, is re- 
tained. Such an operation is an orchidocelioplasty. 

In suitable cases the author seems to favor the 
returning of the testicle to the abdomen and gives 
the following principles favoring this procedure: 

1. It has been urged on theoretical grounds that 
the returned testicles are prone to become malig- 
nant. This is not so. 
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2. It has been urged that in the intra-abdominal 
position such common diseases as gonorrhceal 
orchitis endanger life. This is not so. 

3. Apparently the intra-abdominal position abol- 
ishes any external secretion, but preserves and 
encourages the internal secretion; an important 
point, as it is in the internal secretion above, that 
practically the whole value of the imperfectly 
descended testicle lies. 

The author tabulates his results as follows: 
Orchidopexy, about ro per cent; orchidocelioplasty, 
about 50 per cent; orchidoplasty, 40 per cent. 

He draws the conclusion that orchidopexy fails 
more frequently from atrophy of the glands than by 
not retaining that gland in good position. 

At birth and up to the age of about five years, 
the case should be watched to decide whether the 
testicle is merely late in its descent or not. If a 
hernia is seen to be present, an operation should 
be performed, followed by an orchidoplasty. 

From seven to twenty years of age an operation 
should be done whether a hernia is present or not. 
An orchidoplasty, an orchidectomy, or an orchido- 
celioplasty should be done. 

Above twenty years of age an orchidectomy should 
be done. A. C. STOKEs. 


Lydston, G. F.: Transplantation of a Testicle from 
the Dead to the Living Body. N.Y. M.J., 1914, 
c, 67. By Surg., Gynec. & Obst. 

Lydston lays down the proposition that various 
skin diseases, notably psoriasis, are a promising 
field for the therapeutic administration of the sex 
gland hormone by way of implantation. He 
continues the discussion on the proposition that 
these diseases are primarily an aberration of quality 
and quantity of internal secretion, and, therefore, 
that implantation may be benefited by implantation 
of sex glands. 

He states that a paper will shortly appear in the 
New York Medical Journal in which he will suggest 
that arteriosclerosis, chronic renal disease, diabetes, 
tuberculosis, and even carcinoma may be aided by 
this kind of a transplantation. 

He cites a case in which he transplanted an entire 
testicle into the scrotum of a man who had large 
patches of psoriasis on his back and arm. This 
testicle was obtained from a dead man thirty hours 
after death and transplanted ten hours afterward. 
The lesions on the arm and back disappeared at the 
end of eight days. 

The author wishes to submit without comment 
this brief preliminary report of the result of the 
primary, or initial, dose of sex hormone and prom- 
ises a more complete discussion in the future. 

A. C. STOKES. 
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Fowler, W. W.: Ophthalmia Neonatorum. Tex. 
M. News, 1914, xxiii, 737. By Surg., Gynec. & Obst. 
The author refers only to ophthalmia neonatorum 
of Gram negative gonococci. The disease breaks 
out three to five days after birth; if it breaks out 
after that time it is probably due to extragenital 
influences. 

He urges that care be used in opening the child’s 
eyes for examination, as the pus under pressure may 
spurt into the physician’s eyes with dire results. 

The most feared complication is ulcer of the cornea 
with subsequent perforation; and its severe effects 
on the eye frequently result in blindness. 

Statistics show that the instillation of 2 per cent 
silver nitrate in the eye at birth positively cuts this 
disease to the minimum. 

The author objects to the use of boracic acid, 
because of its irritating acid properties; instead he 
uses a one per cent biborate of soda solution. He 
instills 10 per cent argyrol every 15 minutes for 36 
to 48 hours. He condemns the rough handling of 
the lids as having a tendency to start fatal ulcers. 
He also opposes the use of hot and cold applications, 
as he thinks they do no good and may do harm. 

S. S. QUITTNER. 


Holloway, T. B.: Peripheral Pigmentation of the 
Cornea, Associated with Symptoms Simulating 
Multiple Sclerosis. Am. J. M. Sc., 1914, cxlviii, 
235. By Surg., Gynec. & Obst. 

The author reports a case of peripheral pigmenta- 
tion of each cornea, the symptoms of the patient 
warranting a diagnosis of multiple sclerosis. He 
cites other cases by Kayser, 1902; Fleisher, 1909; 
Volsch, rort. 

Holloway had his patient thoroughly examined 
for a probable cause of the pigmentation, in con- 
junction with his symptoms. His conjectures — 
cirrhosis of the liver, and a tremor affecting the 
extremities and head — may be an incentive to the 
investigator to look for a peripheral pigmentation of 
the cornea. L. J. GoLpBacu. 


Harkness, C. A.: Convergent Squint, and Its 
Treatment. Clinique, Chicago, 1914. xxxv, 442. 

By Surg., Gynec. & Obst. 

Convergent squint usually appears in childhood. 

The causes are weakening of the external rectus due 

to debilitating disease, incorrect attachment of 

muscles, peripheral paralysis, central lesions, and 
amblyopia. 

Treatment is divided into two classes—operative 

and non-operative. Of the operative, either simple 


tenotomy of the internal rectus or tenotomy with 
advancement of the external rectus is to be pre- 
ferred. Of the non-operative methods early and 
correct placing of glasses usually cures. The use of 
prisms and exercising of muscles alone is to be con- 
demned. 

In conclusion, Harkness emphasizes the impor- 
tance of eradicating the false impression that children 
will outgrow squint without proper treatment. Early 
wearing of correctly fitted glasses will not only 
correct but will save vision. Surgical means should 
be used as a last resort. S. S. QuITTNER. 


Mosher, H. P.: The Orbital Approach to the 
Cavernous Sinus. Laryngoscope, 1914, xxiv, 709. 
By Surg., Gynec. & Obst. 


With this plan of operation, the globe of the eye 
is removed and the orbit cleaned out. The ophthal- 
mic artery is then tied off, the periosteum cleaned 
from the posterior half of the floor of the orbit, and 
the groove recognized in which the superior maxillary 
nerve runs. The next step is to separate the perios- 
teum of the orbital surface of the great wing of the 
sphenoid and recognize the outer end of the sphenoi- 
dal fissure. With the chisel placed vertically, a 
cut is made through the orbital plate of the great 
wing of the sphenoid from the notch of the superior 
maxillary nerve to the outer end of the sphenoidal 
fissure above. The bone here is thin and easily 
removed. With the rongeur or the chisel an enlarge- 
ment is made, outward one and one-half centimeters, 
and a window is made flush with the floor of the or- 
bit. (Important) The dura is then elevated from 
the floor of the middle fossa, working from the outer 
boundary of the bone-window inward. 

On the cadaver the dura can be separated from 
the outer wall of the cavernous sinus for a distance 
backwards of about a centimeter — then separation 
becomes hard. If the elevation is persisted in, a 
pin head opening is torn in the outer wall of the 
sinus at the level of the bottom of the bone-window. 
Above and beyond this point of adhesion between 
the outer wall of the sinus and dura the two can be 
separated for about a centimeter further, where 
the ophthalmic division of the fifth nerve from the 
gasserian ganglion halts the separation. If an 
attempt is made to separate the inner wall of the 
sinus from the outer wall of the sphenoid bone, the 
knife may have to be used to start the operation, but 
once started it is easily carried back to the limit of 
the sinus. Experimentation shows that the exposure 
of the outer wall of the sinusis the better and preferred 
procedure. One centimeter then being exposed, a 
blunt-pointed knife is placed against the outer wall 
of the sinus on a level with the floor of the orbit. 
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The blade is carried forward to the body of the 
sphenoid until it is stopped by bone. This opens 
the wall of the sinus for one centimeter and the 
opening is well below the internal carotid. A small 
curette could then be carried back through the 
whole body of the sinus, the distance being about 
three to four and one-fourth inches from the rim 
of the orbit. S. S. QUITTNER. 


EAR 


Coates, G. M.: Bacterins in the Treatment of 
Diseases of the Ear. Laryngoscope, 1914, xxiv, 677. 
By Surg., Gynec. & Obst. 

Since first brought out by Wright, bacterin thera- 
py has been used in attempts to cure diseases of the 
ear, just as it has been tried for every other ailment 
of infectious origin. A résumé of the work done in 
this direction during the past four years as shown by 
reports of Levy, Graef, and Wynkoop, Dwyer, 
Still, MacDonald, Huvelle, Christie, Sherman, 
West, McKernon, and Kolmer and Weston, indi- 
cates a fair amount of success in the use of bacterins 
in suppurative middle ear disease, furunculosis, and 
chronic eczema of the external canal. The most 
important works quoted, however, were those of 
Nagle, of Boston: papers read before the American 
Laryngological, Rhinological, and Otological Society 
in 1910 and the Ninth International Otological 
Congress in 1912. In these two papers sixty-five 
cases of chronic suppurative otitis media were re- 
ported with practically but one failure. 

The author gives his own experience as follows, 
dividing his cases into acute and chronic, and 
again into those treated with autogenous and with 
mixed commercial bacterins. In the former class 
there were five cases of acute suppurative otitis 
media, and all cleared up promptly with autogenous 
vaccines, although there were marked mastoid 
symptoms in each. Attention is called to the fact 
that very possibly these cases would have recovered 
just as promptly with other methods of treatment, 
although they had all resisted up to the time that the 
vaccines were administered and after that promptly 
convalesced. 

In chronic middle ear suppuration five cases 
were treated with autogenous vaccines, with three 
apparently cured and two improved. An attempt 
was made to ascertain the value of mixed com- 
mercial bacterins, and the conditions were made 
as hard as possible in order to see what could be 
accomplished by the physician who was without 
laboratory assistance. Therefore no cultures were 
made to determine the organism, no other treatment 
was used, and the dosage was regulated by clinical 
observation. 

The Social Service Department of the Hospital 
insured regular attendance for treatment and for 
verification of results. There were no serious com- 
plications observed and but little local or general 
reaction as arule. Treatments were given at from 
two to four day intervals and the dosage was usu- 
ally doubled at the second and third visits. Sixty- 
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three cases were treated, and of these 56 were ap- 
parently cured; i. e., the ears became dry and 
remained so up to the time of the report, varying 
periods up to six months. Two cases were improved 
only and five were unsatisfactory. In this series of 
63 cases 17 were acute or subacute and 46 were 
chronic and had resisted all other methods of treat- 
ment short of the radical operation. It was in the 
latter class that the 5 failures were recorded. 

The author concludes that, while there is yet much 
work to be done in this line, bacterin therapy in dis- 
eases of the ear is a distinct addition to the arma- 
mentarium of the otologist for combating these dis- 
eases. 


Lutz, S. H.: How the Patient Can Help Himself 
in Cases of Chronic Catarrhal Otitis Media. 
Ann. Otol., Rhinol. & Laryngol., 1914, xxiii, 377. 

By Surg., Gynec. & Obst. 

In the study and treatment of cases of chronic 
catarrhal otitis media, it is necessary to bear in mind 
the importance of a consideration in detail of the 
general condition of the patient, as well as the local 
condition of the nose and nasopharynx. 

It is of paramount importance to instruct these 
patients how to clear the nasopharynx, and blow 
the nose without causing a rarefaction or pressure of 
the air in the nasopharynx, and thus cause a dis- 
turbance of the air-pressure on the membrana 
tympani. ELLEN J. PATTERSON. 


Wilson, W.: Two Unusual Cases of Mastoiditis in 
Children. Brit. M.J., 1914, ii, 398. 
By Surg., Gynec. & Obst. 


The case is reported of a child, two years of age, 
who had a sudden attack of mastoid pain with 
slight oedema above and behind the auricle, normal 
membrana tympani, but with no marked constitu- 
tional symptoms. At operation three days after 
the onset, a subperiosteal abscess was found com- 
municating with the antrum through a fistula in 
the outer antral wall. The superficial air-cells of 
the squamosa were, to a great extent, infiltrated 
with pus, but there were no signs of middle ear 
suppuration. 

Another child eight years of age, recovering from 
pertussis, developed slight unilateral mastoid oede- 
ma; there was thin watery pus in the external 
meatus with no perforation in the membrana tym- 
pani, though the external canal was sodden. There 
were no severe constitutional symptoms and no 
indications of intracerebral involvement. At 
operation, no pus was found in the antrum or middle 
ear; the lateral sinus was normal; but upon opening 
the posterior fossa through the antral wall, the tense 
wall of an abscess was perforated and two ounces of 
thick white pus was liberated. 

Recovery was rapid. No pus in the antrum or 
perforation in the membrana tympani ever de- 
veloped. 

The author’s theory is that the whole tract from 
the membrana tympani to the dura was simultane- 
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ously affected by an acute infection, which spread 
by the lymphatics around the veins to the posterior 
fossa and was there cut off from the surface by 
lymphangitis occurring in the bony channel. 

ELLEN J. PATTERSON. 


Kopetzky, S.: A Case of Latent Mastoiditis Com- 
plicated by Toxic and Irritative Cerebral 
Symptoms, Accompanied by Blindness and a 
Streptococcemia Caused by Trauma. Aum. 
Otol., Rhinol. & Laryngol., 1914, xxiii, 391. 

By Surg., Gynec. & Obst. 

Kopetzky reports the case of a woman, 27 years 
of age, who after receiving a slight blow over the 
left supra-orbital region developed severe headache, 
slight elevation of temperature, and delirium. 
Upon admission, three weeks later, there was a 
small erythematous, punctate rash on the outer 
surface of both thighs; there was no rigidity of the 
neck, no Kernig sign, and no loss of power of the 
hands or legs; optic neuritis was more marked on 
the right; there was ptosis of the left eyelid; the 
reflexes were diminished on the right side. Babin- 
ski’s sign was present on the right; the ears were 
negative; the Wassermann test was negative; blood- 
culture showed a streptococcus mucosus; lumbar 
puncture showed cerebrospinal fluid under pressure; 
the patient was confused and had partial blindness. 

A streptococci vaccine was administered intra- 
venously. Exploration of the frontal lobe was 
negative, but at the dressing on the fourth day a 
discharge from the left ear showed the same organism 
as was found in the blood. 

A radical mastoid showed eburnized bone and no 
gross evidence of pus, the dura was normal, and the 
temperosphenoidal lobe negative. Recovery was 
uneventful. ELLEN J. PATTERSON. 


Danziger, E.: Diffuse Serous Labyrinthitis Com- 
plicating Acute Purulent Otitis Media. Ann. 
Otol., Rhinol. & Laryngol., 1914, xxiii, 406. 

By Surg., Gynec. & Obst. 

The author reports three cases of diffuse serous 
labyrinthitis complicating acute purulent otitis 
media, in all of which there was exhibited complete 
loss of function of the cochlear apparatus, but with 
good compensation of equilibrium; all recovered 
without operation. 

Stress is laid upon this fact because the Vienna 
school advocates the labyrinth operation when there 
is complete loss of function, but the author states 
that differentiation should be made between laby- 
rinthitis as a very early complication, within a day 
or two of the onset of the acute otitis without 
temperature or meningeal irritation, and labyrinthi- 
tis occurring after some weeks, together with bone 
complication of the mastoid process, with temper- 
ature and headache. The former are of the serous 
type and operation is contra-indicated; of the latter, 
a large proportion are of the purulent type, and 
where there is complete loss of function, the laby- 
rinth operation is decidedly indicated. 

Otto M. Rott. 
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Barnhi'l, J. F.: Two Cases of Sarcoma of the Dura 
Mater Arising in the Vicinity of the Mastoid 
Process, with Vague Symptoms Simulating 
Mastoiditis. Ann. Otol., Rhinol. & Laryngol., 
1914, XXili, 381. By Surg., Gynec. & Obst. 

The author reports the case of a woman, 36 years 
of age, who had pain in the right ear and right side 
of the face for ten years, gradually growing worse. 
A mastoid operation revealed a large granulating 
mass attached to the dura over and posterior to the 
sigmoid sinus and over the posterior lower portion 
of the temperosphenoidal lobe, which proved to be 
endothelial sarcoma. The patient died seven months 
later, probably of recurrence. 

Another case was that of a man, 28 years of age, 
who had had a mastoid operation for pain in the 
ear. The mastoid wound filled with a large soft 
mass firmly attached to the dura, which proved upon 
pathological examination to be sarcoma. The growth 
was removed, but the patient died of meningitis 
three weeks later. ELLEN J. PATTERSON. 


Braun, A.: A Case of Cavernous Sinus Thrombosis 
Complicating Suppurative Labyrinthitis. Ayn. 
Otol., Rhinol. & Laryngol., 1914, xxiii, 368. 

By Surg., Gynec. & Obst. 


The author reports a case of a child, seven years 
of age, with a history of discharge from the right , 
ear for five years; and for three weeks, paresis of the 
right eye and face. 

On admission to the hospital the child was 
apathetic, temperature 103° F., pulse 134; the blood- 
count showed a leucocytosis of 36,400, polynuclear 
87 per cent; the blood-culture was negative; the 
right external auditory canal was filled by an aural 
polyp and a foul discharge. There was complete 
deafness in the right ear, a negative caloric reaction, 
but no spontaneous nystagmus. 

At operation cholesteatoma and granulations were 
found in the antrum and middle ear; the facial nerve 
was exposed; all three semicircular canals, the 
vestibule, and the first and second turns of the 
cochlea were full of granulations; the lateral sinus 
and dura of the middle fossa were normal. 

At post-mortem, four days later, a necrotic tract 
could be traced from the right internal auditory 
meatus to the inferior petrosal sinus. This sinus 
contained a thrombus which continued forward 
into the right cavernous sinus and through the cir- 
cular sinus to the left cavernous sinus. In the upper 
wall of the left cavernous sinus was a perforation 
where the pia was covered with a sharply circum- 
scribed patch of exudate. The lateral sinus was 
normal. The pituitary body was necrotic. 

ELLEN J. PATTERSON. 


Ingersoll, J. M.: Temporosphenoidal Abscess, 
Secondary to Chronic Suppurative Otitis 
Media. Ann. Otol., Rhinol. & Laryngol., 1914, 
XXili, 404. By Surg., Gynec. & Obst. 


The author reports a case of a boy, fourteen years 
of age, who had had a discharge from the left ear 
for three years, and six weeks previous to admission 
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had been unconscious for several hours, followed 
by vomiting, headache, and dizziness. 

Upon admission the patient was irritable and 
restless. There was a foul purulent discharge in 
the left ear, the posterior canal wall being prolapsed. 
There was no nystagmus, and no strabismus; the 
pupils were equal and eye grounds normal. The 
temperature was 97.4°, pulse 65. Deafness was 
complained of; cerebration was slow; a lumbar 
puncture was made and the blood count was normal. 

No brain abscess could be located by radiograph, 
so a radical mastoid was done. Four days later the 
temperature was 102°, pulse 110; there was paralysis 
of the left external rectus muscle; ptosis of the right 
upper lid; beginning optic neuritis; irritability, 
severe headache, and at times unconsciousness. 

The dura was exposed over the antrum, incised, 
and two ounces of thick foul pus was liberated with 
a brain knife. The recovery was uneventful. 

A study of a radiograph taken one week after the 
operation, with gauze in the abscess cavity, when 
compared with the first radiograph, showed that 
with experience in interpreting stereoscopic radio- 
graphs of the mastoid, brain abscess can be located. 

ELLEN J. PATTERSON. 


McBean, G. M.: 
Disease. 
Xxill, 419. 


Variations of Sphenoid Sinus 
Ann. Otol., Rhinol. & Laryngol., 1914, 
By Surg., Gynec. & Obst. 

The points taken into consideration by the author 
in studying the atypical forms of sphenoid sinus 
disease are the relations of the sinus (1) to the brain 
and meninges, (2) to the hypophysis cerebri, (3) to 
the cavernous sinus and internal carotid artery, (4) 
to the cranial nerves, (5) to the other nasal sinuses, 
and (6) to the nasopharynx. 

These structures become implicated in the follow- 
ing ways: 

1. By extension of the infection. 

2. By exposure by necrosis of its bony wall from 
chronic suppuration. 

3. By invasion of the sinus from the cranial 
cavity — as by pituitary tumors. 

4. Irritation or paralysis of the optic, motor 
oculi, or trigeminus nerves, or the carotid plexus. 

5. Association with the ethmoid in acute and 
chronic infections, polypi, atrophic rhinitis, and 
atrophic pharyngitis. 

These conditions are illustrated by nine case 
reports, from a study of which the author draws the 
following conclusions: 

1. Sphenoidal disease is much more common than 
was formerly believed possible. 

2. With more careful postnasal examinations, 
especially with the nasopharyngoscope, many such 
cases will be discovered. 

3. With the routine use of the probe and the 
catheter more cases will be recognized. 

4. The sphenoid is, as a rule, the easiest of all 
nasal sinuses to catheterize. 
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5. Headache was the most constant symptom. 
Most often it was occipital and back of the corre- 
sponding eye. The symptom is very similar to that 
of eye-strain produced by ocular hyperphoria, and 
must be differentiated by exclusion. 

6. The eye symptoms were variable or lacking. 
In some cases there was difficulty in using the eyes 
for close work. In one case there was inequality of 
the pupils and spasm of the accommodation. In 
the brain abscess and tumor cases there was bilateral 
papillitis. There was loss of vision in one case — 
the hypophysis tumor from involvement of optic 
nerve. 

7. The discharge was of crusty character in two 
cases and of a mucopurulent character in seven. 

8. Polypi were abundant in two old multiple 
sinus cases; there was a single polyp in a brain tumor 
case. 

g. There was a subjective sense of order in only 
one case — that of atrophic pharyngitis. 

10. There was a loss of smell in atrophic rhinitis 
and in old polyp cases. 

11. There was suppurative ear disease in only 
two cases — the hemorrhage case and one of the 
polyp cases. 

Three cases resulted in death, all with post- 
mortem examination: Case 1. Brain abscess in 
the frontal lobe from sphenoid infection. Case 2. 
Spontaneous hemorrhage from a diseased sphenoid. 
Case 3. Hypophysis tumor which invaded the sphe- 
noid. 

Two cases terminated in recovery: Case 4. Acute 
infection of the sphenoid with frontal pain. Case 5. 
Acute ethmosphenoiditis. Three cases terminated 
with benefit or cure after operation: Case 7. Atro- 
phic rhinitis withsphenoidsuppuration. Cases 8 and 
g. Parisinusitis—one case had no treatment. Case 
6. Chronic ethmosphenoid suppuration with atro- 
phic pharyngitis. Otro M. Rorr, 


Braislin, W. C.: Further Remarks on the Use’ of 
Nitrate of Silver Applied within the Mouth of 
the Eustachian Tube for the Relief of Tinnitus. 
Ann. Otol., Rhinol. & Laryngol., 1914, xxiii, 402. 

By Surg., Gynec. & Obst. 


In cases of congestion and swelling of the tubal 
mucous membrane accompanied by tinnitus, the 
condition is relieved more rapidly when local appli- 
cations of nitrate of silver are used in addition to 
generally employed measures. 

Two thin silver strands of wire are twisted firmly 
into one, and a small bit of cotton wound firmly on 
one end so that the size of the cotton pledget is not 
more than double the diameter of the wire, no fibers 
being allowed to extend beyond the end of the wire. 
After inflation of the tube the cotton moistened with 
a 4 per cent solution of silver nitrate is introduced 
through the eustachian catheter. 


ELLEN J. PATTERSON. 


¥ 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Ingals, E.F.: Nasopharyngeal Myosarcoma; Several 
Operations and Final Spontaneous Recovery. 
Ann. Otol., Rhinol. & Laryngol., 1914, xxiii, 373. 

By Surg., Gynec. & Obst. 


The author reports the case of a boy, thirteen 
years of age, with a growth filling the nasopharynx 
and right naris, so that the septum was crowded 
over obstructing the left nostril. The trouble was 
of three months’ duration. By repeated operation 
the growth was removed and the pathological report 
was small-celled myxosarcoma. The growth was 
removed at various times by different methods dur- 
ing a period of several years. 

Fourteen years later the tumor increased in size 
until the right cheek became very prominent, the 
vision was destroyed in the right eye, and both nares 
were occluded. After two years, the tumor began 
to atrophy spontaneously until the nares became 
free, although the prominence of the cheek and also 
the blindness of the right eye continued. 

ELLEN J. PATTERSON. 


Lothrop, O. A.: The Use of a Section of the Scapula 
in Correction of a Nasal Deformity. Boston 
M. & S. J., 1914, clxxi, 303. 

By Surg., Gynec. & Obst. 
The author describes this method of correcting 
with a strip of bone from the scapula, depressions 
of the nasal bridge with destruction of the support- 

ing cartilage when the tip of the nose is depressed. 
The technique of operation is as follows: Under 
ether anesthesia, the submucous resection is done 
in the usual way in order to remove all obstruction 
to breathing. The patient is then turned on his 
left chest and through a three and one-half inch in- 
cision made over the vertebral border of the left 
scapula — cutting the muscles and being careful 
not to denude the bone of its periosteal covering — 
a strip of bone two inches long and about one-fourth 
inch wide is removed from the free border with 
bone-cutting forceps, and wrapped in wet sterile 
gauze. Through an incision in the under surface of 
the tip of the nose a subdermal passage is made in 
the nose-bridge extending to the distal extremity of 
the nasal bones, where the periosteum is cut and 
elevated and the nasal bones ground down with a 
rasp. The graft is inserted under the periosteum 
until the end reaches the frontal bone, and slight 
pressure is applied over the graft at its frontal end, 


in order to hold it pressed against the nasal bones 
and stretch the contracting soft tissues of the tip. 
ELLEN J. PATTERSON. 
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Hitschler, W. A.: Not the Faucial but the Lingual 
Tonsil. Penn. M.J., 1914, xvii, 866. 

By Surg., Gynec. & Obst. 

Disease of the lingual tonsil is characterized by 

constant clearing ot the throat and a persistent dry 

hacking cough, which is increased by physical ex- 

haustion, overuse of the voice, or dorsal decubitus, 

and should be differentiated from other diseases of 
the respiratory tract. ELLEN J. PaTTerson. 


Lynch, R. C.: New Technique for the Removal of 
Intrinsic Growths of the Larynx. Laryngsocope, 
1914, xxiv, 645. By Surg., Gynec. & Obst. 


The author has modified the Killian suspension 
laryngoscope and devised instruments by means of 
which he can dissect accurately, ligate bleeding 
points, cover raw surfaces by sutures, and do plastic 
work in the larynx with ease and accuracy. 

For prolonged procedures and in children he pre- 
fers general anesthesia, and for local anesthesia he 
uses cocaine in a 1o per cent solution dropped direct- 
ly into the larynx and trachea. With the parts per- 
fectly quiet, he proceeds to dissect out the growth 
with angular knives, removing it in one mass with- 
out disturbing the integrity of the cartilaginous box, 
thus avoiding the danger of secondary stenosis and 
lessening the chance of recurrence in malignant 
cases. 

He reports several cases of papilloma and one 
epithelioma removed by this method in which no 
recurrence has occurred as yet, the voice being 
restored immediately after the operation. 

ELLEN J. PATTERSON. 


Davis, E. D.: The Importance of a Very Thorough 
Examination in Cases of Foreign Body Alleged 
to Have Been Swallowed or Inhaled. Lancet, 
Lond., 1914, clxxxvii, 493. By Surg., Gynec. & Obst. 

The author cites eight cases to show the serious 
results, such as bronchiectasis, pneumonia, and 
death, which may result from delay or failure to 
recognize the impaction of a foreign body in the air 

or food passages. To avoid these serious results, a 

thorough and adequate examination should be made 

with the aid of the X-ray and suspension apparatus. 
Orto M. Rorrt. 
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OUR X-Ray laboratory is in danger of being closed as a result of the European 
war, because all glass used in X-Ray tubes is of German manufacture, and 
the supply of this has already been cut off. There will be no more available for 


many months, even though the war lasts but a short time. 


not enough tubes to fill the orders on hand, nor glass 
to rebuild broken ones. 


Therefore it is highly important that you conserve 
your present supply of tubes. By using soft rays, with 
short exposure, your tube will last from four to ten 
times as long as if you used hard rays. 

Paragon X-Ray plates work perfectly with soft or medium 
vacuum tubes, owing to the special emulsion made to respond 
to short wave length rays, and produce perfect diagnostic 
radiographs without strain on the tube. 

You readily see that if soft rays make good radiographs 
then kidney or other stones will produce shadows where 
hard rays would penetrate them readily. 

Paragon X-Ray Plates will conserve your tubes and save 
you money, besides giving you more satisfactory results. 


Even now there are 


Our Trial Offer 


3-5x7 Paragon X-Ray Pits. $ .38 
3-8x10 


Write your name and address on the 

margin of this udv., pin it to a dollar 
ill, and ma: us. We will send 

you the box by return 

If you mention the kind of apparatus you 

have, we will include a bex of developer free 


All sent complete, 
for only - 


Carried in stock in all principal cities. 
Send for our new book, Paragon Pointers 


George W. Brady & Co. 


754 So. Western Avenue 


X- RAT 


\\) 


NOW 


WASSERMANN TEST 


Every Wassermann Test made in the Chicago Laboratory is carefully 
controlled by the Noguchi or Hecht-Weinberg Methods 


All Serological Tests Now $5.00 


Complement-Fixation Test for Gonorrhea 

Abderhalden Sero-diagnosis of Pregnancy 

Abderhalden Sero-diagnosis of Cancer 

Abderhalden Sero-diagnosis for differentiation of dementia preecox, 
epilepsy and the insanities 

Lange’s Colloidal Gold Test for differential diagnosis of Spinal Fluid 

Special containers and complete fee-table for all examinations on application 


CHICAGO LABORATORY 


Director of Chemical Department 
Director of Pathological Department 
Director of Bacteriological Department 


25 E. WASHINGTON STREET, CHICAGO 


RALPH W. WEBSTER, M.D., Ph.D. 
THOMAS L. DAGG, M.D. - 
C. CHURCHILL CROY, M.D. 


Doct S Your Tubes 

| 

1-Benoist Penetrameter - 2.00 a 

=f 1-Paragon Service Coupon FREE . 
Actual Value $3.15 

| PHONE 3£10 RANDOLPA 
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a a 
The Original Mr. Surgeon! 
CHLOROFORM If you are having any 


c ATG U T trouble with Catgut, our 


claims are worth looking 
1S 


into. 
Watters’ 
Catgut 


All Other Kinds 
of 


CHLOROFORM 
CATGUT 


A Typical 
Example 


The General Memorial 
Hospital in New York is 
the only strictly Surgical 
Hospital in the city. 
Watters’ Catgut has been 
employed there contin- 
uously for seven years. 
Draw your own conclu- 


are sions. 
Imitations Literature on 
Awe request 
You Using the The Watters Laboratories 
Genuine? 53-55 Fifth Ave., New York, U.S.A. 
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e Ivory Plates, Screws,and Pegs 


The complete set of instruments contains in addition to those here illustrated 8 twist drills for the different 


sizes of plates, screws and taps. 2 each extra ivory plates, screws and pegs, and 3 gauges for measurements, 
put up either in washable roll as illustrated or on metal nickel plated stand. See this Journal, July, 1913, 


page 63, or Journal of A. M. A., Oct. 25, 1913, page 1514. Made by 


V. MUELLER & CO., 1771-1881 Ogden Ave., CHICAGO 


in Every Branch of Surgery 


Post-Graduate Instruction in 
Surgical Technique 


Individual and class courses for routine operations: Thorough 
teaching of newest surgical procedures. 

Courses include: Operations on the skull and brain; on the thorax; stomach; liver 
and biliary tract; pancreas; spleen; intestines; kidneys and ureters; urinary bladder; 
open treatment of fractures and lesions of the bones and articulations; grafting of 
tissues and organs; transfusion of blood; surgery of the blood vessels; repair and 
anastomosis of nerves and tendons; treatment of emergencies and acute abdominal 
conditions; anzsthesia. 

The surgeon taking a course will personally perform all the operation 
with the assistance of the instructor; and instruction can be 
obtained for one or more operations. 

Special attention is paid to teaching of surgical pathology and surgical diagnosis. 

Any surgical subject and problem can be thoroughly studied and investigated. 

The laboratory is open to surgeons wishing to do original research 
work and all physicians are welcome to witness the work done 
at the institution. 

For further particulars address 


Dr. Soresi’s Surgical Institute 
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Lukens 
Oyloidin- Silk 


Trade Mark. 


Experience 
New Joy in Your Work 
By using an Oyloidin Silk Intes- 


tinal Suture for the purse string 
in your next appendectomy. The 
needle cannot become detached. 
White or Iron Dyed 
Sizes 1-2-3 
C. DEWITT LUKENS CO. 
ST. LOUIS, MO., U. S. A. 
All Dealers. Samples upon request. 


The Standard in 
the World’s Largest Clinics 
BECAUSE 
It is the highest development of the 

catgut ligature. 

It is sterile, antiseptic, supple, 
elastic, strong, easily seen, will not 
untwist in using, and is more than 
usually resistant to absorption. 


The only iodine catgut guaranteed 
against deterioration. 


Sizes 00-4 Plain Sizes 00-4 Tanned 


C. DEWITT LUKENS CO. 
ST. LOUIS, MO., U.S. A. 


All Dealers. Samples upon request. 
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ALBEE’S ELECTRO-OPERATIVE BONE SET 


For Inlay Bone Graft 


LATEST MODEL — provided with parallel 
saws for the rapid and accurate cutting of the graft. 


A new feature is the doweling attachment for 
the making of pegs from the natural bone. 


The apparatus may be used also for operating 
a bone drill. In fact it delivers more steady work 
than is obtainable from a saw or drill that is driven 
by a flexible shaft. 

The weight of the motor is moderate and 
secures the distinct and inestimable advantage of 
imparting steadiness to the guiding hand. 

The driving power is under instant control of 
the operator by means of foot switch. 

The instrument is aseptic in its entirety, as the 
shell which covers the motor is detachable and is 
re-assembled quickly. 


Literature on application. Also special illustrated 
circular of New Instruments for Bone Surgery 


HARVEY R. PIERCE COMPANY 
1801 Chestnut Street PHILADELPHIA, PA. 


Ask for Dr. Leo 
Buerger’sOper- 
ating Cysto- 
scopeand Oper- 
ating Instru- 
ments. 


See that all Cystoscopes 
have the BRILLIANT 


WAPPLER E. M.CO. INC NEW YORK 


Be sure that the 

A. C. M. I. Trade naa 
Mark is. on all 
electrically light- 
ed and mechan- 


mail TRADEO MARK 
tcally perfect 
diagnostic instru- Regd US PO 
ments of the 
highest grade of workmanship. 


The Last Word in Trans- 
formers, **King Model’’ 
X-Ray Machine. 


Ask for details 


We manufactureacomplete 
line of X-Ray and High Fre- 
quency Machines, Galvanic, Far- 
adic and Sinusoidal Apparatus, 
Pantostats, Cauteries, Vibrators, 
etc. 


WAPPLER E.M.CO.INC NEW YORK 


Write to DEPT. S. F. for catalogs and details 
**EVERYTHING ELECTRICAL FOR THE PHYSICIAN AND HOSPITAL’’ 


Wappler Electric Manufacturing Co., Inc., 173-175 E. 87th St., New York 
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Why not get a Cystoscope that you can see through? 
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DEG SsuTUREsS 
ARE MADE BY SCIENTIFIC MEN 
FOR SCIENTIFIC SURGEONS, AND AREUSED 
IN THE-FOREMOST CLINICS OF THE- WORLD 


TS S& GECK. INC. 


Si atures and Sutures Exclusively Resear 

We BSD NEW YORK-27 South Oxford Street, (Boro'of WILLIAM GRAY PILLS, = 
SEATTLE - 1303 Fourth Avenue. HENRY ANDREW = 

= ALLEN ROGERS, PAD. LONDON - 147 Farringdon Road, £.C. ae 
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MADE IN AMERICA 


One of the HAND 
Forged 


many 
Surgeons’ HAND 
Instruments Made 
made by HAND 
Polished 
in our 
OWN Established 
1866 


FACTORY 


Improved METRANOIKTER with Detachable Handles 


Devised by DR. BARTON COOKE HIRST 


Professor of Obstetrics, University of Pennsylvania 


This instrument was devised for the treatment of Dysmenorrhea 
and Sterility. 


CHARLES LENTZ & SONS 


18 North Eleventh Street PHILADELPHIA, PA. 


MEYER UNIVERSAL KLINOSCOPE 


For VERTICAL AND HORIZONTAL FLUOROSCOPY 
| 


Write for Catalog which gives complete description 


Vertical Position 


THE WM. MEYER CO. 817 W. Washington Blvd., CHICAGO 
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THE PUREST ETHER 
IN THE MOST PRACTICAL CONTAINER. 


Our ether for anesthesia is ether of the highest possible standard of purity. It meets 
and surpasses the specifications of the United States Pharmacopeia. It meets and sur- 
passes the specifications of the pharmacopeias of England, Germany, France and Italy. 


Our ether can enables the physician to administer the anesthetic by the drop 
method. It is economical—_there is no waste, as attends the administration of ether 
from the ordinary container. It obviates the use of special apparatus—wicks, notched 
corks, dropping-tubes and other devices to insure a steady flow of the ether. The con- 
tainer is a hermetically sealed package, the dropper feature consisting of a piece of thin 
capillary tubing which enters the top of the can at diametrically opposite points in the 
form of a semicircle. 

When ready to administer the ether, the physician or his assistant cuts the tube with 
a knife and bends the two pieces, in curved form, over opposite edges of the can. Air 
enters one tube; the ether flows from the other. Any ether remaining in the container 
may be preserved by pinching the ends of the tubes, which are cut off when the 
anesthetic is again required for use. 


Supplied in pound, %-pound and %-pound cans. 


Home iors and Laboratories, P ARKE, DAVIS & Co. 


etroit, Michigan. 


obtained. 


both in medicine and surgery. 


to be the most beneficial modality in electro-therapeutics. 


the bladder and superficial growths. 


= 


—For local treatment. 


INCOME, write for details and price of the Victor No. 8 High Frequency outfit. 


We also manufacture a complete line of X-Ray 
and Electro-Medical Apparatus 


VICTOR ELECTRIC CO. sacxs6n’BiVb“and ROBEY st. Chicago 


NEW YORK, 110 E. 23rd Street BOSTON, 711 Boylston Street 


Speaking of High Frequency Apparatus 


—The New “Victor No. 8” 


is making hosts of friends on account of its consistancy in operation, its 
almost complete immunity from break-down and the splendid results 


tics Consider Its Wide Range of Usefulness: 


DIATHERMY CURRENT—For deep heating effects; many indications 


AUTO-CONDENSATION—For the reduction of high blood pressure 
and the treatment of kindred diseases. Claimed by some authorities 


FULGURATION CURRENT—For the disintegration of papilloma in 


VACUUM ELECTODES, EFFLEUVE and OZONE INHALATION 


, The Victor rotary spark gap which is an integral part of the ““No. 8" is a distinct step in 
A advance over the prevailing types of spark gaps in that it is self-cooling, does not have to be 
/ cleaned, and may be run for hours without any attention or adjustment. 


t** FOR THE SAKE OF YOUR PATIENTS, MORE SATISFACTION AND AN INCREASED 
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Corsets, Complying 
With Every Demand— 


Physiological and Hygienic 


IN ESTIMATING THE VALUE OF A TRUE PROPHYLACTIC CORSET, we must not 
only take into account its efficiency in furnishing proper support, but also the patient's needs and 
comfort. Many a woman will object to wearing the average surgical corset because of its weight, 


lack of style and inconvenience of adjustment. Others will com- 
plain that the corset is a source of annoyance or even distress by 
causing undue pressure or chafing; still others will state that it 
interferes with walking or other domestic duties or gives them an 
ungraceful or unshapely appearance. 


THE TACTFUL PHYSICIAN WILL TAKE ALL THESE 
POINTS INTO CONSIDERATION, and he will find no better 
way of meeting the patient’s wishes, and at the same time doing 
justicelto the therapeutic indications, than by ordering one of the 
various models of Goodwin Corsets. 


SO} IMPORTANT IS ABDOMINAL SUPPORT in assuring 
rapid convalescence after many surgical operations, that the 
special benefits and advantages offered by the Goodwin Corset 
cannot fail to interest the progressive medical man who has given 
the question any attention or study. 


IN MANY WAYS GOODWIN CORSETS ARE UNIQUE. 
Based on a scientific knowledge of the female anatomy, and con- 
structed] along physiological lines—the maintenance of upward 


support without undue compression or the embarrassment of any 
organ in the body— the Goodwin Corsets assure the most grati- 
fying and satisfactory results in the management of relaxed 
abdomen, prolapsed stomach, movable kidney and all forms of 
abdominal weakness following childbirth, laparotomies, etc. 


The address of the nearest shop where Goodwin Corsets may 
be obtained will be sent upon request, and physicians are assured 
that their patients will receive the closest and most careful attention. 


For Booklet, etc., address 


There are Goodwin Shops in: 


NEW YORK, 373 Fifth Ave. 
PHILADELPHIA, 1120 Walnut St. 


CHICAGO, 57 E. Madison St. BOSTON, 687 Boylston St. 
KANSAS CITY, Waldheim Bldg. SAN FRANCISCO, 330 Sutter St. 
LOS ANGELES, 220 W. Fifth Ave. 


S. H. CAMP & COMPANY, Manufacturers 


JACKSON, MICHIGAN 
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“Ambumatic” Washable Abdominal 


SUPPORTERS 


DO THE WORK “JUST RIGHT.” ADJUSTABLE 
FOR “LIFT UP” OR “BINDER 'SUPPORT” 


To any part of the ab- 
=3 domen. Adapted toany 
23 person, toany condition 
3 requiring thoroughly et- 
ficient, durable, com- 
fortable support. 


ma Orders mailed same & 
day received. rite 
for blanks, etc. 

We are Expert Makers 
and Fitters of Corrective 


ORTHOPEDIC APPLIANCES 


Elastic Stockings, Trusses, Corsets, Limbs, Etc. 
Your correspondence solicited, given careful atten- 
tion and full information by return mail withcatalog. 


THE AMBULATORY 
PNEUMATIC SPLINT 


for reduction; bed or walking treatment. To se- 
cure greatest comfort, shortest period of confine- 
ment, best resu Ith 


ot Thigh and Hip. Patients 
Recommend and Use It. Splints Rented to 
Patients or sold through al! dealers or 
direct from us. Wire order. State fracture, 
which limb, sex. Send for booklet, prices, etc. 


AMBULATORY PNEUMATIC SPLINT MFG. CO. 
30 (S) East Randolph St., Chicago, Ill. Phone Cent, 4623 


WASSERMANN TEST 


made with severalantigens. We 

test for native antisheep ambo- 
ceptorandanticomplimentary qualities. Noguchi 
or Hecht Weinberg controls if desired. 


AUTOGENOUS VACCINE 


with the exciting organism isolated and identi- 
fed. Put up in ampules or 20 ¢.c. container. 


LANGE’S COLLOIDAL GOLD TEST 


of the spinal fluid differentiates between pyogenic 
tubercular, syphilitic infection and general 
paresis. 


GONORRHOEA DIAGNOSIS 


by complement fixation test. We use as antigen 
a mixture of twenty cultures from both male and 
female which contains the several strains. 


DIAGNOSIS PATHOLOGICAL TISSUE 
ABDERHALDEN TEST 


Sterile containers, with complete instructions, 
tree on application 


National Pathological Laboratory 
Mallers Building, 5 S. Wabash Ave., CHICAGO, ILL. 


ROUTE: 


Electric Instrument Sterilizers 


NOW SAFE AGAINST 
INJURIOUS OVERHEATING 


A protective device shuts off current 
if water fails. 


GUARANTEED FOR FIVE YEARS 


Sizes: 8 in. long to 16 in. long 
Prices: $14.75 to $24.00 


Ask your dealer for a demonstration or give us his name 


The Prometheus Electric Co. 
245 East 43rd Street New York City 


50% Better 
Prevention Defense 
Indemnity 


1 All claims or suits for alleged civil malpractice, error or 
mistake, for which our contract holder, 


2 Or his estate is sued, whether the act or omission was his 
own 


3 Or that of any other person (not necessarily an assistant 
or agent). 


4 All such claims arising in suits involving the collection of 
professional fees. 


5 A\ll claims arising in autopsies, inquests and in the pre- 
scribing and handling of drugs and medicines. 


6 Defense through the court of last resort and until all legal 
remedies are exhausted. 


7 Without limit as to amount expended. 
8 You have a voice in the selection of local counsel. 


9 If we lose, we pay to amount specified, in addition to 
the unlimited defense. 


10 The only contract containing all the above features and 
which is protection per se. A sample upon request. 


The MEDICAL PROTECTIVE CO. 
of Fort Wayne, Indiana 


Professional Protection, Exclusively 
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AN IMPORTANT IMPROVEMENT 


Tube-Point Glycerinized Vaccine 


The Mulford Tube-Point is the greatest ad- 
vance made in perfecting Vaccine Virus. 


It furnishes a sterile point for immediate use. 

It is made entirely of one piece of glass, which 
is easily sterilized; no joints to become loose and 
allow contamination of the virus. 

The vaccine is hermetically sealed within the tube-point and cannot be contaminated. 

The tube-point is easy to use and does not suggest any cutting or surgical operation to the patient. 


1. Place the rubber bulb over the 2. Scarify with the point, drawing 3. Break the tube inside the bulb. 
small end of the tube-point, so no 

that the end of the glass tube pro- 

tudes through it. 


4. Remove end of capillary tube 5. Break off the point at the 6. Expel the virus from the tube 
from bulb, file mark. directly on the scarified area by 
means of the rubber bulb and rub 

in virus with the end of tube. 


Dr. J. N. Hurty, Secretary of the Indiana State Board of Health and Ex-President of the 
American Public Health Association, commends our new tube-point, as follows: 


“‘We are glad to receive your new vaccine points. 

“*T believe these points reach perfection. It may now be said that the vaccine adminis- 
tration probem has been settled. The idea is easily the best one yet invented. I 
shall distribute a few of these to some of our most active health officers, telling them 
where the points came from, and recommending them. 

“I congratulate you most heartily upon this advanced improvement over previous-style 
points. ”’ 


This will be your opinion after vaccinating with the new tube-point. Sample tube-point 
mailed free on request. 

Supplied in packages containing 10 Tube-Points (10 vaccinations), and in packages contain- 
ing 1 Tube-Point (single vaccination). 


For a reliable vaccine, the preparation of which is surrounded with all of the safe- 
guards that science has devised, SPECIFY ‘“‘“MULFORD VACCINE TUBE-POINT”’ 


H. K. MULFORD COMPANY, Philadelphia, U.S. A. 


New York Manufacturing and Biological Chemists Seattle 
Chicago St. Louis Atlanta New Orleans Minneapolis Kansas City San Francisco ‘Toronto 
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Every Surgeon Should Have These Two New 
Works by Foremost Authorities 


Diseases of the 


Kidneys, Ureters 
and Bladder 


HOWARD A. KELLY, M.D., LL. D. 


Professor of Gynecological Surgery in the 
Johns Hopkins University 


AND 


CURTIS F. BURNAM, M.D. 


Associate in Gynecology, Johns Hopkins 
Hospital 


This great work by Drs. Kelly 
and Burnam is the first to consider 
these diseases from the female as 
well as the male standpoint. The 
conclusions presented rest upon an 
analysis of several thousand cases. 


Max Brodel, the famous artist, 
has been engaged for several years 
in making the hundreds of illus- 
trations necessary for the work. 


These alone cost more than 
$20,000.00. No work on the sub- 
ject is as scientific oras sumptuously 
illustrated. No up-to-date physi- 
cian can afford to be without this 
monumental work. 


With 632 Illustrations. 2 vols., cloth, $12 net 


ANESTHESIA 


by JAMES T. GWATHMEY, M.D. 


Anesthetist to the New York Skin and Cancer 
and Columbia Hospitals, and St. Bartholomew’s 
Clinic 


In[{Collaboration With 


CHAS. BASKERVILLE, Ph.D., F.C.S. 


Professor of Chemistry in the College of 
the City of New York 


A practical and exhaustive work, containing the latest 
knowledge upon every form of Anesthesia, written 
with advice and assistance of several of 
the country’s foremost experts 


CONDENSED TABLE OF CONTENTS 


I. The History of Anesthesia. II. General 
Physiology of Inhalation Anesthesia. III. The 
Use of Rebreathing in the Administration of 
Anesthetics. IV. Nitrous Oxid.  V. Ether. 
VI. Ethyl Chlorid. VII. Chloroform. VIII. 
The Selection of the Anesthetic and Technique 
for Special Operations. IX. Treatment, Be- 
fore, During and After Anesthesia. X. Anes- 
thesia by Intratracheal Insufflation. XI. Anes- 
thesia by Colonic Absorption of Ether. XII. 
Sequestration Method of Anesthesia. XIII. 
Local Anesthesia and Intravenous Anesthesia. 
XIV. Local Anesthesia as Applied in Dentistry. 
XV. Spinal Analgesia and Spinal Anesthesia. 
XVI. Electric Analgesia, Sleep and Resuscita- 
tion. XVII. Mental Influence in Anesthesia. 
XVIII. ‘Therapeutic Uses of Inhalation Anes- 
thetics. | XIX. The Medico-Legal Status of 
the Anesthetist. XX. A list of Anesthetics. 
XXI. Statistics.) APPENDIX I. Ethyl Ether. 
APPENDIX II. Chloroform. 


Profusely illustrated. Cloth, $6.00 net 


D. APPLETON & COMPANY, Publishers NEW YORK 


D. APPLETON & COMPANY 
35 West 32d Street, NEW YORK 
Please send me, carriage prepaid, check 
herewith (or charge to my account) 
Kelly-Burnam’s ‘‘Diseases of the Kidneys, Ureters 
and Bladder.’’ Cloth, 2 vols., $12.00 net. 


NAME 


Gwathmey’s ‘‘Anesthesia.’’ Cloth, $6.00 net. CITY 


STREET NO. 


STATE 
Sur. 12-14 
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SURGERY, GYNECOLOGY AND OBSTETRICS 


Dr. Howard A. Kelly’s Stereo-Clinic 


Announcements 


Section XXVIII Now Ready 


The Konig-Muller Operation 
Prof. Clinical Surgery, University 
By CHARLES H. FRAZIER, of ance cabot Philadelphia 
The publishers are pleased to announce the publication of the above Osteoplastic Operation. It adds another 
important section to DR. HOWARD A. KELLY’S STEREO-CLINIC and will be welcomed by surgeons in all 
parts of the world. The stereograms illustrating the various steps of this operation are intensely graphic and the 


text accompanying the various pictures serves to explain in detail every step of the operation. This section is 
now ready for delivery. 


Section XXIX Ready in November 


Operation for Suspension of the Kidney 
By HOWARD A. KELLY, M.D., LL.D., and DOUGAL BISSELL, M. D. 


Baltimore New York 
This section will receive a hearty welcome by surgeons in all parts of the world. The reproductions of the 
various steps of technique are beautifully shown by 26 photographic stereograms which are wonderfully realistic. 
he halftones, line-drawings and explanatory text enhance the value of each stereogram and make this an 
ideal Clinic. This section will be ready for delivery early in November. 


Section XXXIV Part First Now Ready 


Stereoroentgenography of the Alimentary Tract 
By JAMES T. CASE, M. D. 


Professor of Roentgenology, Northwestern University Medical School, Chicago; Roentgenologist to Battle 
Creek Sanitarium, Battle Creek, Michigan, and to St. Luke's Hospital, Chicago; Attending 
Roentgenologist to Cook County Hospital, Chicago. 


Section XX XV Part Second Now Ready 


Stereorcentgenography of the Alimentary Tract 
By JAMES T. CASE, M. D. 


Professor of Roentgenology. Northwestern University ee School, Chicago; Roentgenologist to Battle 
Creek Sanitarium, Battle Creek, Michigan, and to St. Luke's Hospital, Chicago; Attending 
Roentgenologist to Cook County Hospital, Chicago. 


Section XXXVIII Ready in November 


Stereoroentgenography of the Chest 
By KENNON DUNHAM, M. D. 


Cincinnati, Ohio 


This section is devoted entirely to Pulmonary Tuberculosis. The 42 photographic ster illustrating 
the various tuberculous conditions are marvels of realism. 


The Stereo-Clinic is sold only by subscription. For further particulars, address 
THE SOUTHWORTH COMPANY, Publishers 


TROY, NEW YORK, 


We can use two or three more A-1 experienced salesmen 
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JUST OUT—NEW (3d) EDITION 


Moynihan’s Abdominal Operations 


This new (3d) edition was so thoroughly revised that the work had to be reset from cover to 
cover. It has been issued in two handsome volumes. Over 150 pages of new matter and 
some 80 new illustrations were added, making 385 illustrations, five of them in colors— 
really an atlas of abdominal surgery. 


This work is a personal record of Moynihan’s operative technic. You get his own successful 
methods of diagnosis. You get his own technic, in every case fully illustrated with handsome 
pictures. You get the bacteriology of the stomach and intestines, sterilization and preparation 
of patient and operator. You get complications, sequels and after-care. Then the various 
operations are detailed with forceful clearness, discussing first gastric operations, following 
with intestinal operations, operations upon the liver, the pancreas, the spleen. Two new 
chapters added in this edition are excision of gastric ulcer and complete gastrectomy, giving the 
latest developments in these operative measures. “Throughout the entire work i/lustrative 
cases are given in full, from the history, on through the diagnosis, the operation, the after- 
care, the results. "There are some 95 of these instructive cases, making the work a case-teaching 
surgery as well as an atlas and text on abdominal operations. 


Two octavos, totaling 1000 pages, with 385 illustrations. By Sir BERKELEY MOYNIHAN, M.S. (Lond.), 
F. R. C.S., of Leeds, England. Per set: Cloth, $10.00 (42s.) net; Half Morocco, $13.00 net. 


Allen’s Local Anesthesia sr our 


This is a complete work on local and regional anesthesia—history, principles, physiology, 
toxicology, and technic. You get a chapter on nerves and sensation, giving particular 
attention to pain — what it is and its psychic control, and a chapter on osmosis and diffussion. 


Each local anesthetic is taken up in detail, giving very special attention to cocain and novocain, 
pointing out their action on the nervous system, the value of adrenalin, paralysis caused by 
cocain anesthesia, control of toxicity. You get Crile’s method of administering adrenalin 
and salt solution, the exact way to produce the intradermal wheal, to pinch the flesh for the 
insertion of the needle—all shown you step by step. You get Crile’s anoci-association; anes- 
thesia by quinin and urea, and by the magnesium salts, spinal and epidural analgesia, para- 
vertebral, parasacral, intra-arterial, intravenous, and general anesthesia with local anesthetics. 
There is a large section on dental anesthesia. 

Octavo of 625 pages, with 255 illustrations. By CARROLL W. ALLEN, M. D., Instructor in Clinical Surgery 


at Tulane University of Louisiana. With an Introduction by RupoLPH MATAs, M. D., Professor of Surgery 
at Tulane University of Louisiana. Cloth, $6.00 (25s.) net; Half Morocco, $7.50 net. 


Send for Circulars 
W. B. SAUNDERS COMPANY, West Washington Sq., Phila. 


London: 9, Henrietta St., Covent Garden Australian Agcy: Centreway, 263 Collins St., Melbourne 
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Surgery of the Vascular System 


By BERTRAM M. BERNHEIM, A. B., M. D. 


Instructor in Surgery, The Johns Hopkins University, Baltimore, Md. 


Octavo. 104 pages. 54 illustrations. Cloth, $3.00. 


HIS book has been prepared for practical utility by the practicing surgeon. It gives care- 
ful and concise explanation of every procedure, and each step in all the operations is 
beautifully and realistically illustrated. “The book will be a definite help to the surgeon and of 
great interest to the physician who wishes to be thoroughly informed. 


Accessory Sinuses of the Nose 
By ROSS HALL SKILLERN, M. D. 


Professor of Laryngology, Medico-Chirurgical College, Philadelphia; Laryngologist to the Rush Hospital; Fellow of the 


American Laryngological, Rhinological and Otological Society; Fellow of the New York Academy of 
Medicine; Member of the Society of German Laryngologist, etc., etc. 


Octavo. 389 pages. 247 illustrations, 7 in color. Cloth, $5.00. 


HIS is the only American work that sets forth a full consideration in minute detail of all 
nasal accessory sinus disease. It treats this subject exclusively and thoroughly from the 
standpoint of scientific accuracy, and practical application. Extensive references to the literature 
of the world are given with credit where it belongs. In the matter of illustrations it is not only 
most thorough and lucid, but in case of operative work, successive steps are shown so clearly that 
there can be no misunderstanding as to how the work is best done. 


The Pituitary Body 


Clinical States Produced by Disorders of the 
Hypophysis Cerebri 


By HARVEY CUSHING, M. D. 


Associate Professor of Surgery; The Johns Hopkins University; Professor of Surgery (elect) Harvard University 


Octavo. 450 pages. 350 illustrations. Cloth, $4.00. 


HERE are few subjects in medicine which have a wider overlap upon the fields of many 

special workers than this one of Hypophyseal Disease. Through frequent direct implication 
of the optic nerves by the glandular enlargement ophthalmologists have often been the first to 
recognize these maladies, and the neurologist’s interest will be reawakened in view of the possible 
relation of epilepsy to glandular insufficiency. ‘The gynecological and genito-urinary clinics have 
long been frequented by the fat amenorrheeics and impotent males with hypophyseal disease, and 
the obstetrician will find cause for study herein for years to come. Experimental and morbid 
anatomists have been aroused to new interest in the ductless gland-series. “The importance of 
forcing a knowledge of these states upon the internist, and especially upon the pediatrician is evident 
when we realize that except for the adult acromegalic conditions the manifestations of hypophyseal 
disease have been almost entirely overlooked; and now that organotherapy promises much for all 
cases of glandular insufficieney, whether adult or infantile, it will need no prodding to bring 
this about. 


J. B. LIPPINCOTT COMPANY 


LONDON: Since 1875 PHILADELPHIAs Since 1792 MONTREAL: Since 1897 
16 John Street, Adelphi East Washington Square Unity Building 
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New Books and New Editions 


NEW (2nd) EDITION JUST READY THOROUGHLY REVISED 
Kanavel on Infections of the Hand 


Infections of the Hand. A Guide to the Surgical Treatment of Acute and Chronic Suppurative 
Processes in the Fingers, Hand and Forearm. By ALLEN B. Kanavet, M. D., Assistant Professor of 
Surgery, Northwestern University, Medical Department; Professor of Surgery, Post-graduate Medical Schoo 
and Hospital, Chicago. Octavo, 463 pages, with 147 illustrations. Cloth, $3.75 net. 


Ashhurst’s Surgery sUST READY 


Surgery: Its Principles and Practice. For Students and Practitioners. By Asriey P. C. 
Asuuurst, A. B., M. D., F. A. C. S., Instructor in Surgery in the University of Pennsylvania, Philadelphia. 
Large octavo, 1141 pages, with 7 colored plates and 1032 illustrations, mostly original, in the text. Cloth, 
$6.00 net. 


Dudley’s Gynecology 


A Treatise on the Principles and Practice of Gynecology. By EF. C. Dup.ey, A. M., M. D., 
Professor of Gynecology in the Northwestern University Medical School, Chicago. Octavo, 795 pages, 
with 439 illustrations, of which many are in colors, and 24 full-page colored plates. Cloth, $5.00 net. 


SIXTH EDITION 


Lynch on the Rectum and Colon JUST READY 


Diseases of the Rectum and Colon and Their Surgical Treatment. By Jerome M. Lyncu, M. D., 
Professor of Rectal and Intestinal Surgery, New York Polyclinic; Attending Surgeon Cornell Dispensary, Etc. 
Octavo, 596 pages with 228 engravings and 9 colored plates. Cloth, $5.00 net. 


Braun’s Local Anesthesia JUST READY 


Local Anesthesia: Its Scientific Basis and Practical Use. By Pror. Dr. Hetnricu Braun, 
Obermedizinalrat and Director of the KGL. Hospital at Zwickau, Germany. ‘Translated and edited by Percy 
Shields, M. D., Cincinnati, Ohio, from the Third Revised German Edition. Octavo 399 pages, with 215 
illustrations in black and colors. Cloth, $4.25 net. 


Knowles on Diseases of the Skin JUST READY 


Diseases of the Skin, Including the Acute Eruptive Fevers. By Frank Crozer KNow es, M. D., 
Instructor in Dermatology, University of Pennsylvania; Clinical Professor of Dermatology, Woman’s Medical 
College of Pennsylvania. Octavo, 546 pages with 199 illustrations and 14 plates. Cloth, $4.00 net. 


Torok & Grout’s Surgery of the Eye 


Surgery of the Eye: A Hand Book for Students and Practitioners. By Ervin Torok, M. D., 
Surgeon to the New York Ophthalmic and Aural Institute; Consulting Ophthalmologist to the Tarrytown 
Hospital, and GeraLp Grout, M. D., Asst. Surgeon, New York Ophthalmic and Aural Institute, Instructor 
in the Eye Department, Vanderbilt Clinic; Consulting Ophthalmologist, Bellevue Hospital, First Division. 
Handsome octavo, 507 pages, with 509 illustrations and 2 plates. Cloth, $4.50 net. 


Wharton’s Minor and Operative Surgery EIGHTH EDITION 


Minor and Operative Surgery, including Bandaging. By Henry R. Wuarron, M. D., Professor 
of Clinical Surgery, Woman’s Medical College, Philadelphia. 12mo, 700 pages, with 570 illustrations. 
Cloth, $3.00 net. 


706-8-10 Sansom Street LEA & FEBIGER 2 West 45th Street 
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Who Do Things 


After investigation have bought Lungmotors and 
are saving life with them in cases of 


Collapse during Anaesthesia 
Asphyxia Neonatorum 
Gas Potsoning 


Electric Shock 
Drowning 


Ascending Paralysis 


Dueto Tuberculosis of the spinal column— 
Diagnosis made by two of America’s leading 


OXYGEN GENERATOR 


neurologists. 
No Charged Tank 
‘Trouble 
Sneaietagee Complete Paralysis of the Respiratory Center 
with the 
ceeetaroranere “On November 19th I saw the patient at 


Sane 5:00 P.M. Her condition was alarming. Her 

pulse going upto 110. Blood pressure was also 
110. Codine 1-12 by the mouth; this was evidently a mistake, as it markedly inter- 
fered with her effort to breathe. At 3:00 A. M., November 20th, I secured a 
Lungmotor at the Homeopathic Hospital, Pittsburgh. As long as this was used the 
patient was in good condition. All cyanosis disappeared, pulse 90. Respiration 
was entirely mechanical, using the Lungmotor. By 6:00 A. M. there was no natural 
respiratory effort at all. On request the situation was explained to the patient. She 
asked to be given sedative and when sleep came to let her die. At 7:00 P. M. 
hypodermic of morphine and atropine was given. By 9:45 P. M. the patient was 
completely unconscious. At 10:10 P. M. all mechanical efforts were stopped and 
the patient died of asphyxia. This was evidently a case of paralysis of the 
respiratory center. Life maintained 19 hours and 10 minutes without assistance 


from patient.” 
November 22, 1913. 


Complete history of case sent on application to us 


Some Broadly Representative Users 
United States Army, Navy, War, Interior Depts. Augustana Hospital, Chicago, Ill. 


4 Bellevue Hospital, New York City, N. Y. 
HOSPITALS Columbia Hospital, Washington, D. C. 
St. Mary’s Hospital, Rochester, Minn. Angeles Hospital, Los Angeles, Cal. 
Lake Side Hospital, Cleveland, Ohio Skin and Cancer Hospital, New York City, N. Y. 


Room 706, 565 Washington Blyd., Chicago Eastern Offices: 1009 Times Bldg., New York City, 53 Devonshire St., Boston 
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DECEMBER, 1914 


International 
Abstract Surgery 


SUPPLEMENTARY TO 


Surgery, Gynecology and Obstetrics 


PUBLISHED IN COLLABORATION WITH 
Journal de Chirurgie, Paris 


Zentralblatt fur die gesamte Chirurgie und ihre 
Grenzgebiete, Berlin 


Zentralblatt fur die gesamte Gynakologie und 
Geburtshilfe sowie deren Grenzgebiete, Berlin 


EDITORS 


FRANKLIN H. MARTIN, Chicago AUGUST BIER, Berlin 
B. G. A. MOYNIHAN, Leeds PAUL LECENE, Paris 


EUGENE S. TALBOT, JR., Abstract Editor 


INTERNATIONAL SECRETARIES 
CARL BECK, Chicago J. DUMONT, Paris EUGENE JOSEPH, Berlin 


CONSULTING EDITORIAL STAFF 
GENERAL SURGERY 


AMERICA: E. Wyllys Andrews Willard Bartlett Frederic A. Besley Arthur Dean Bevan J. F. 
Binnie George E. Brewer W.B. Brinsmade John Young Brown David Cheever H. R. Chislet 
Robert C. Coffey F. Gregory Connell Frederic J. Cotton George W. Crile W.R. Cubbins Harvey 
Cushing J. Chalmers DaCosta Charles Davison D. N.Eisendrath J. M. T. Finney Jacob Frank 
Charles H. Frazier Emanuel Friend Wm. Fuller John H. Gibbon D. W. Graham W. W. Grant 
A. E. Halstead M.L. Harris A.P. Heineck William Hessert Thomas W. Huntington Jabez N. 
Jackson E.S. Judd C.E.Kahlke Arthur A. Law Robert G. Le Conte Dean D. Lewis Archibald 
Maclaren Edward Martin Rudolph Matas Charles H. Mayo William J. Mayo John R. McDill 

(Editorial Staff continued on pages ix, x and xi) 


Editorial communications should be sent to Franklin H. Martin, Editor, 30 N. Michigan Ave., Chicago 
Editorial and Business Offices: 30N. Michigan Ave., Chicago, Illinois, U.S.A. 
Publishers for Great Britain: Balliere, Tindall & Cox, 8 Henrietta St., Covent Garden, London 
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VI. Votume INDEX: 


1. SUBJECT MATTER. 


COLLECTIVE REVIEW: THE X-RAY INVESTIGATION OF THE COLON. 
Case, M. D., Battle Creek, Michigan 


2. BIBLIOGRAPHY. 


James. T. 


3. AUTHORS. 


ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY 


SURGICAL TECHNIQUE 


Anesthetics 
Gray, H. M. W.: Discussion on the Evolution of the 
Shockless Operation—Anoci-Association ....... 


SURGERY OF THE HEAD AND NECK 
Head 


Bonota, F.: Technique for Intraneural Injection of 
the Superior Maxillary Nerve at the Foramen 


TscuisTJAKorF, N. L.: Resection of the Upper Jaw 
in Malignant New-Growths................... 
RINDERSPACHER, K.: Value of Lumbar Puncture in 
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Abdominal Wall and Peritoneum 
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Guist, M.: Adenomata of the Umbilicus.......... 

Hoessut, H.: Leucocytosis in Intraperitoneal Ham- 

Noetzet: The Use of Brenner’s Principle in the 
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Brown, Jr., A. G.: Diagnosis of Certain Stomach 
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iv INTERNATIONAL ABSTRACT OF SURGERY 
Kocuer, T.: A Case of Volvulus of the Stomach..... 509 Miscellaneous 
De Quervatn, F.: The Diagnosis of Gastric and DEAVER, J. B.: The Pathology Underlying Abdom- 

Mayo, W. J.: Chronic Ulcers of the Stomach and 

Maruteu, A.: Studies on the Pathology of Ulcer; . x 

Ulcer of the Lesser Curvature................. 603 Diseases of the Bones, Joints, Etc. ' 
Heyrovsky, H.: Experience with Ulcer of the Lesser Marcozzi, V.: Experimental and Histological Study 

603 of the Action of Calcium Salts in Bone Formation. 616 


FRIEDMAN, J. C., and HAMBURGER, W. W.: Experi- 
mental Chronic Gastric Ulcer; a Second Contribu- 
tion to the Experimental Pathology of the 

Von EISELSBERG, F.: The Choice of the Method of 
Operation in the Treatment of Gastric and 

Beck, C.: Plastic Operative Methods on the Stomach 605 

Stewart, F.T.: A Method of Subtotal Gastrectomy. 605 

Martin, F., and Carrot, H.: What Réle Does 
Gastro-Enterostomy Play in the Treatment of 
Gastric and Duodenal Ulcers? Radiographic 
Demonstration of the Functioning of the Pylorus 
Following Gastro-Enterostomy................ 605 

BaeTJER, F. H., and FRIEDENWALD, J.: On the Diag- 
nosis of Incomplete Forms of Pyloric Stenosis by 

Coxe, L. G.: Relation of Lesions of the Small In- 
testine to Disorders of the Stomach and Cap, as 
Observed Réntgenologically................... 607 

Gray, F.D.: Some Observations on the Technique of 
Intestinal Anastomosis, with Special Reference to 


a Modified Maunsell Method................. 607 
RepER, F.: Remarks on the Surgery of the Ileocecal 


CasE, J.T.: Réntgen Examination of the Appendix. . 608 

Gunn, J. A., and WuITELocke, R. H. A.: Observa- 
tions on the Movements of the Isolated Human 

Mort, S.: Gangrenous Appendicitis with Coprolith, 
Abscess, Septic Peritonitis, Intestinal Obstruc- 


tion, Rupture of Intestine, and Fistula.......... 609 
BAINBRIDGE, W. S.: Operative Findings in Twelve 

Cases of Chronic Intestinal Stasis.............. 609 
Koun, H.: Multiple Diverticula of the Large In- 


Mayo, W. J.: Resection of the First Portion of the 
Large Intestine, and the Resulting Effect on Its 


LarpEeNnors, G.: Total Colectomy and Subcecal 
Colectomy; Operative Technique.............. 610 
Bookman, M. R.: Congenital Malformations of the 
Heyp, C. G.: A Procedure for the Repair of Acci- 
dental Injuries to the Rectum................. 614 


Liver, Pancreas, and Spleen 
Cueney, W. F.: Syphilis of the Liver, Imitating 


Wyarp, S.: A Case of Congenital Atresia of the Bile- 
Jackson, R.H.: Anterior Choledojejunostomy; with 


SCHICKELE: Ovaries and Growth of Bone.......... 616 
Fay, O. J.: Traumatic Parosteal Bone and Callus 
Lett,H.: Tuberculous Disease of Bone............ 617 
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Are Your Sutures Are You Seeking Have You Tried 
Giving Complete Better Results? “Yarnton. Catgut? 


Satisfaction? 


If not, why delay any longer? Ii quality, proven methods, conscientiousness, 
and reliability are worth anything in the preparation and sterilization of catgut, 
you cannot fail to obtain results with 


“Yantorn» Catgut 


that will leave nothing to be desired. Of — your own technique is an 
important factor. But the most perfect technique may be nullified by faulty 
material. “Jg7z4772,, Catgut will make your technique 


One Hundred Per Cent Efficient! 
VAN HORN and SAWTELL 


New York, U.S. A. . London, Eng. 
15-17 East 40th Street = 31-33 High Holborn 


A New A pirating Spoon 


Dr. Arthur Sullivan’s 


HIS Spoon is 

primarily intended 

for common duct 
surgery and it isof great 
aid particularly in retro- 
grade catherization of 
the hepatic ducts. 
When any stones sit- 
uated in these ducts 
within the liver sub- 
stance need be crushed 
in order to remove them, quantities of water are necessary to dislodge and wash out the fragments, 
and this aspirating spoon disposes of the fluid quickly and cleanly and lessens the danger of losing 
fragments of stone in the peritoneal cavity. In gall-bladder operations it reduces the danger of 
dripping infected bile as with the ordinary spoon. Stones and fragments are kept conveniently 
together, drained. It reduces the time required for emptying the gall bladder or common duct 
as it obviates spooning the bile from viscus to vessel. It is also of service in quickly removing 
fluids from the abdominal or pelvic cavities. 


Manufacturers and Importers of ° 155-157 N. Michigan Boulevard 
High Grade Surgical Instruments Sharp & Smith CHICAGO, ILL. 


and Hospital Supplies Established 1844 Incorporated 1904 Two Doors North of Randolph Street 
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SUCCESSFUL 


MEDICATION 


Soluble Hypodermic Tablets 

because they are accurate in Dosage, Reliable 

in Physiological Effect, Almost Instantly Sol- 
f uble (3 to 5 seconds) and made of Chemically 
Pure Material. They never clog the needle 
or cause abscess. 


Specify Sharp & Dohme’s In tubes of 20 tablets for the physician’s 


. convenience, and at a price correspondingly 
Hypodermic Tablets, and lower than quoted by some of our competitors 
be sure that you get the for tubes of 25. Our tubes of 20 are of the 


proper length to fit in Pocket Hypodermic 
best. Cases. 


SHARP & DOHME 


Chemists since 1860 
BALTIMORE 
Chicago St. Louis New Orleans Atlanta Philadelphia 


= NEW YORK 


Do More Electrical Work 4 
In Less 
Time’ 


The Dial 


Current Selector 
affords instant choice of 
16 modalities on The McIntosh Universalmode 


No annoying delays due to complicated switches with cryptic 
markings as on other outfits. Just turn the knob to the modality 
desired and it is ‘on tap”, ready for use. Could anything be 


more simple? 


Gives Modalities On Dial 
with addition of Tankless Air for Spraying, Deep Suction for 
Hyperaemia, Aspiratory Effects, etc. Mechanical Vibration, 
Pneumo-Massage in Eye and Ear conditions. Nasal Drilling, 
Electrically Heated Air. 


FREE! Ap illustrated booklet, giving clinical data on the Uni- 
versalmode and describing same thoroughly will be sent on request. 
CATALOGUE of X-Ray Transformers, Portables, Sinusoidal 
Apparatus, Tankless Air Pumps, High Frequency Coils, Cautery 
Outfits, Medical Batteries, Wall Plates, Electrodes, etc., just out. 
Ask For It 
McIntosh Battery & Optical Co. 
322 W. WASHINGTON ST. CHICAGO, ILL. 


WIVERSALMODE 
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Do you get results like 
this with your X-Ray Machine? 
If not, there is something wrong. 


YZ 


Yi yy The Medical Department of the University of Wisconsin, after 
YY Y fy carefully inspecting all machines in the field, purchased a Ziola 
Yj Yy High-Potential Rotary Converter; Dr. John B. Murphy’s new 
Yy YA diagnosis building in Chicago is also equipped with the Ziola 
Y X-Ray apparatus. 


ZIOLA-JACKSON X-RAY COIL COMPANY 


112 North Hamilton Street MADISON, WISCONSIN 


Ziola Radiograph, taken in a Single Flash, Patient Weighing 185 Ibs. Subtrochanteric Fracture of the Femur. 
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The Storm Binder and Abdominal Supporter 


(PATENTED) 
Modifications for Hernia, Relaxed 
Sacroiliac, Articulations, Floating 
Kidney, High Operations, Ptosis, Preg- 
nancy, 
Obesity, 


etc. 


Adapted to Use 
of Men, Women, 


Children and 

Babies Inguinal Hernia Modification 
Suitable for non-operative and 
Ne Whalibenes post-operative cases. Comfortable 
No Rubber Elastic for sofa and bed wear, and athletic 
Washable exercises. A practical relief for 

Weight—418 Ibs. With a Storm Binder Obesity Belt as Underwear visceroptosis. 
Send for new folder and testi: ials of physici General mail 


orders filled at Philadelphia only -- within twenty-four hours. 


KATHERINE L. STORM, M. D., 1541 Diamond St., Philadelphia 


Representatives in Boston, New York, Philadelphia, Baltimore, Minneapolis, St. Paul 


“Standard” Radium 
preparations supplied 
under guarantee of a 
standardized Radium 
element content 


Radium Chloride and 
Radium Sulphate 
accepted by th 

Council on 
and Chemistry 


“Prescription Dispensing Only 
Literature and Clinical Records on Request 


Radium Chemical Company 


General Offices and Laboratories: 


Pittsburgh, Pa. 


— 
= = 
— ai = 
\ 
= 
STANDARD RADIUM PREPARATIONS 


SURGERY, GYNECOLOGY 


AND OBSTETRICS 


Xxi 


A. W. DIACK 


Do not use your patients as checks on your sterilization 


A Sterilizer Control 


will do it economically and simply. 


If a patient becomes infected, you know something has gone wrong. 


If the tablet of the Sterilizer Control does not melt, something is wrong. 
and correct inattention than it is to cure an infected case. 


$5.00 per 100. 


Send your order now! 


Tomorrow you may have an infection. 


47 Larned St., West 


It is easier to fix apparatus 


Detroit, Michigan 


Regular Size 


Three Tubes - a Box, and Each Tube Containing 
Plain Catgut 


pproximately 5 

00 
Chromic Catgut (10 and 20 Day) 2.00 
Iodized Catgut 2.40 

Also Silk Worm Gut, Twisted Silk, Horsehair 
and Kangarov Tendons at the Same 
Price as the Plain Catgut 
Emergency Size 


Six Tubes in a Box, and Each Tube Containing 
Approximately 20 Inches 


Plain Catgut, 20 Day Chromic Catgut, 
Medium Silk Worm Gut and Umbilical Tape 
Price without Needles 


Price with Half-Curved Needles 
Per Box of 6 Tubes 
Twelve Boxes Assorted 
Order Direct by Mail and Get Fresh Stock 
Also Write for Booklet on our Method of Sterilization © 


Special Quantity Discounts to Hospitals 


The same conditions prevail in our Laboratory 
that exist in the Up-to-date Aseptic Operating 
Room, and the most careful and painstaking Sur- 
geon can have the same confidence in our Suture 
Material as if every single strand were prepared 
under his own personal direction and supervision 


“Knuklfit’’ 


Surgeons Gloves 
The Acme of Rubber Gloves 


Cuticle Touch—No Tension 
Surgeons no longer need complain about a glove not 
fitting. “‘Knuklfit” is the perfect fitting glove. 
The “Knuklfit” patented glove prevents all tension 
at the knuckles, prevents exertion, gives free action of 
the fingers, insures the most sensitive cuticle-like touch. 


The Knuckle Bulge 
That little knuckle bulge makes “Knuklfit” gloves 
scientifically perfect. It insures the normal surgical 
touch. With “Knuklfit” you would not know you 
had gloves on. 
Our Guarantee 

We rigidly guarantee “Knuklfit” to give entire satis- 
faction. If they don’t, send them back and get your 
money. 75c per pair, $7.50 per dozen. Sizes 6 to 10. 


The Lincoln Rubber Co. 
Akron, Ohio 


BEWARE OF IMITATIONS 


McAvoy’s Malt Marrow 


AS A TONIC 
Has No Superior 


McAvoy Malt Marrow Dept., Chicago, U.S.A. 


Our Phones: Calumet 5401, all departments. Auto. 71-125 


Twelve Boxes Assorted. 6.50 
PARK PEACE,NEW YORK : 
3 
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The signal success of 


DENNOS FOOD | 


for infants and invalids has followed 
our detail work with physicians be- 
cause of the efficiency of this 


WHOLE WHEAT 
MILK MODIFIER 


Whole Wheat— Fresh Milk — Strong 
Bones—Pure Blood—Good Teeth—these 
are the associated thoughts that will 
come instantly into the physician's 
mind with the concept of 


Samples, analysis and literature sent to physicians on 
request. Address 


Dennos Food Sales Company 
415-419 Northwestern University Bldg. 
31 W. Lake St. CHICAGO, ILL. 


X-RAY 
FILMS 


IIE very nature of East- 
man X-Ray Films, with 
their transparent, flexible 
base; their extraordinary 
speed and clearness in text- 
ure and detail, commends 
them for the most accurate 
work in shadow pictures. 


lor sale by all supply houses. 
Mllustvated booklet, Ray 
Efficiency,” bv matlon request. 


EASTMAN KODAK CO. 
ROCHESTER, N. Y. 


A New Idea in Abdominal emesis 


The “B-P” Supporter 


Made | for Men, Women and Children 
Physiologically Correct 


Indicated in abdominal hernias, obesity, 
pendulous abdomen, pregnancy, enteroptosis, 
aan operative conditions, etc. Washable, 
adjustable, comfortable. Made to measure— 
Fits perfectly. Special supporter with inside 
belt for ventral hernia. Outside belt lacing 
low down in front for enteroptosis. Hernial 
and kidney pads furnished. /¢has the approval 
of all surgeons and physicians who have used it. 


Write for Literature 
BOLEN MANUFACTURING COMPANY 


303 Boston Store Building 


Omaha, Nebraska 
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Surgeons, are you Fortified with the Right Gloves? 


*“*WELL-NOWN’”’ Gloves Afford You the Protection 
Necessary in Your Operations 

A Perfect tit and always Fresh rubber, they are absolutely 
Guaranteed us to Wearing quality and Sterilization or money 
refunded. 

“Well-Nown” cloves are being used by the most Eminent 
surgeons of the Country and Leading hospitals, where Excellent 
Equipme nt is the first requisite. 

ese Gloves are in every respect the kind of gloves you often 
wish you could Obtain, but never knew just where to Buy them. 

“Do It Now.” Send us sour order and be convinced of their 
superiority. 


ENT PREPAID ON RECEIPT OF PRICE fs 


pairs lirs 
Medium Weight, smooth - - $100 $3.00 #5) 00 
Medium Weight Pebbled Non- “Slip - .20 


L. T. KINNEY & CO., *° E. sk 2 


Sizes 6 to 10 
Mention Size and Style When Ordering 


New Self-Retaining Improved Gastro-Enterostomy 


Peri Retract 
Clamp With Parallel Blades 


Designed By Dr. M. J. GELPI, Dept. of Gynecology, Tulane Univ. Devised by DR. J. J. BUCHANAN of Pittsburgh 


2 


FEICK Co. 


PRICE $5.00 


Blades rubber-covered. All parts separ- 
able and aseptible. Folds of each viscus 
are fixed in the clamp separately. Pres- 


Quickly Adjusted—Easily Sterilized —Durable 
—Inexpensive —Cannot Tear the Tissues 


This retractor is composed of two-sharp tenacula, so sure of the bars is accurate and capable 
constructed that when applied to the perineum they . ° 
remain securely in place, retracting—to the extent desired of delicate adjustment. 
—all tissue on either side of the vaginal outlet. Adjust 


them and absolutely no assistants are required to hold 
tenacula in place They afford you a maximum in freedom 


of movement in operative procedures. Can be also used 1 OT; 
as an abdominal retractor. Simply a self-retaining We are the Original Makers 
double tenaculum, 


PRICE $5.00 
The McDermott Surgical Instrument Co. FEICK BROS. COMPANY 
736-738 Poydras St. | | | NEWORLEANS, LA. 809 Liberty Ave. (Pittsburgh, Pa. 


Water-Cooled Tungsten 
Target Tubes 


SEND FOR CATALOGUE 


Macalaster-Wiggin Company 


79 Sudbury St. 154 W. Lake St. 
BOSTON, MASS. CHICAGO, ILL. ] 
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THE MILWAUKEE SANITARIUM 
FOR MENTAL AND NERVOUS DISEASES WAUWATOSA, WIS. 


Located at Wauwatosa, (a suburb of Milwaukee) on C. M. & St. P. Ry., 24 hours from Chicago, 15 minutes from Milwaukee, 5 minutes 
from all cars. Two lines street cars. Complete fac ilities and (equipment, as heretofore announced, New Psychopathic Hospital, 
Continuous baths, fire-proof building, separate grounds. New West House: Rooms en suite with private baths New Gymnasium and 
recreation building: Physical culture, new ‘Zander’? machines, shower baths. Modern Bath House: Hydrotherapy, Electrotherapy, 
Mechanotherapy. 30 acres beautiful hills, forest and lawn, Five houses. Individualized treatment. 


Teleph Chi Central 1162. Milwaukee—Wauwatosa 16 
RICHARD DEWEY, A. M., M.D. HERBERT W. POWERS, M.D., and WM. 'T. KRADWEL| L, M.D. CHICAGO OFFICE: Marshall Field & Co., Annex Bldg. 
Physician in Charge, Wauwatosa, Wis. Assistant Physicians Wednesdays 1 to 8 o'clock except in July and Aug. 


MILK BOTTLED IN THE 
COUNTRY 


Sanitarium 
Established 1857 KENOSHA, WIS. 


On the Northwestern Railroad, 
an hovr’s ride from Shore of 
hicago Michigan 
A private institution for the scientific treatment 
of chronic diseases. —Nervous diseases a specialty. 


Combines in most perfect form the quiet and 
isolation of country life, with the luxuries of high- 


MILK CREAM BUTTER 
BUTTERMILK 


N. A. Pennoyer, M.D. KENOSHA, WISCONSIN 
G.F. Adams, M.D. Distance Tel. 109 Evanston CHICAGO oak 


Chicago Office 


WAGONS WILL SERVE YOU ANY- 
& WHERE. TELEPHONES AT ALL OFFICES 


BSTRACTS, TRANSLATIONS AND MEDICAL 
BIBLIOGRAPHIES furnished at reasonable rates. 


Address: AUDREY GOSS, M. D. 
JOHN CRERAR LIBRARY CHICAGO 


THE INDEXERS 


INDEXERS OF SURGICAL JOURNALS 


MISS JULIA E. ELLIOTT, Director 5526 SOUTH PARK AVENUE, CHICAGO 
Send for Information 
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SOCIETY OF THE 


LYING-IN HOSPITAL 


OF THE CITY OF NEW YORK 


Practical Instruction in Obstetrics 
Offered to Graduates and Undergraduates in Medicine 


Unexcelled facilities for the practical study of obstetrics. The 
number of women treated averages over 5000 annually. Opportun- 
ities for original research to properly qualified graduates are likewise 
available 

For further particulars address the resident Medical Superinten- 
dent, Dr. Wm. H. Spiller, 307 Second Ave., New York City. 


WINTER TERM 


General Clinical Course including Medicine, Surgery, Gynecology, 
Obstetrics, Skin and Venereal, Stomach and Intestines, Nervous and 


Mental, Tuberculous, Physiologic Therapeutics, Rectal, Diseases of 
Children, Eye, Ear, Nose and Throat. 


Special Personal Courses may be arranged for in Physical Diagnosis, 
Diseases of Children, Electro- Therapeutics, X-Ray, Laboratory Courses 
in Bacteriology and Pathology, Operative Surgery on Cadaver and Dog, 
Cystoscopy, Operative Courses, Eye, Ear, Nose and Throat, Refraction. 


Internships Open Dec. 15th— June Ist 


Post-Graduate Medical School 


OF CHICAGO 2400 Dearborn Street 
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FOR THE 
ROADSTER 


WE WILL PAY 


for certain back numbers of Surgery, 
Gynecology and Obstetrics, 50 cents, if 
they are in good condition for binding. 


If you can spare these numbers from 
your files, you will be doing a favor to the 
men who want complete volumes, by 
sending them in. 


The numbers which are out of print 
d which we shall be glad to buy are: 
Ford Car Owners 
quip your Ford with a Mande = 
Limosette. Gives real limousine lux- 1906—MARCH 
ury, closed carcomforts and year round 1908—APRIL 
riding. Strongly made of wood, metal It is important that the text pages should be 
and glass. Converts the Ford into a free from markings. 
handsome limousine. Attached and = 
detached in less than one hour. For Address the Journals to 


1913-14-15 Ford Roadster and Tour- 


Surgery, Gynecology and Obstetrics 
ing Car. Write for catalog. 


FRANKLIN H. MARTIN, M.D. 
THE MANDEL LIMOUSINE CO. Managing Editor 


509-511 Laflin St. CHICAGO, ILL. 30 N. Michigan Ave. Chicago 


“COMFORT WITHOUT EXTRAVAGANCE” 


HOTEL WOODSTOCK 


43rpD ST., sust EAst OF TIMES SQUARE, NEW YORK 
Pale 360 ROOMS 265 BATHS 


EUROPEAN PLAN 


ROOMS WITH NEARBY BATH, $1.50 


ROOMS WITH CONNECTING BATH, 
$2.50 AND $3.00 
W. H. VALIQUETTE, manacer 
ALSO 


THE BERWICK 


RUTLAND - VERMONT 


$100 
| 
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Girl Calendar 


‘FOR. 1915 


If you have seen the Pabst § a 

Extract calendars cf past seasons 
—and admired them, as thousands 
do—you'll appreciate the 1915 Pan- 
ama Girl Calendar tenfold. 


The newest addition to the series of Pabst 

Extract Beauty Calendars comes from the 

prush of Alfred Everett Orr. It is a master- 

piece of life-painting —wonderfully expressive of the typical 
American girl with all her charm of person and manner. 


The calendar is on heavy art paper, seven inches wid» 
and thirty-six inches high, beautifully lithographed in 
twelve colors. It is entirely free from advertising on the 
front, just as shown by the illustration herewith. The 
size and shape are admirably adapted to the adornmeit 
of those odd places so hard to fill and the color scheme is 
sure to harmonize with the furnishings of any room, 


Our aim in sending out these beautiful calendars free to 
physicians is to remind you, and others, that 


Pabst Extract 
The "Best Tonic 
“Brings the Roses to the Cheeks” 


—thatitis a natural tonic which enriches the blood, re- 
builds the wasted tissues of the body, steadies the nerves 
and tones the entire system. Being a perfect blending of 
choicest malt and hops with iron, it is nature’s own builder 
and reinvigorator—a_ splendid tonic, recommended by 
leading physicians for nursing mothers, convalescents, 
anaemics, all who are run down from any cause, and as a 
revitalizer for the aged. 


For Sale at All Druggists 


Write It ‘‘Pabst’’ in the Prescription 


The U. S. Government specifically classifies Pabst Extract as 
an article of medicine—not an alcoholic beverage. 


This Calendar is Free to Physicians 


Just write us on your professional letterhead asking for your 

free copy of the Pabst Extract Panama Girl Calendar for 

1915, and one of these beautiful calendars will at once be 
sent you without charge 


Pabst Extract Co., Dept. 83 


Milwaukee, Wiis. 
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| ~ | Concerning 
Medicinal 
Malt Preparations 


The manufacture of malt preparations for medicinal use is a highly specialized 
professional work, and is successfully accomplished only under the direction 
of competent chemists. While in some respect similar to the brewing of 
beer, there are vital differences both in the materials which enter into these 
products and the processes of manufacture. 


TRADE MABK, 


The Food Tonic 


is the recognized standard of medicinal malt preparations of its class. The 
materials used in its manufacture are specially selected and safeguarded. 
Only the choicest Barley malt and Saazer hops are used, and the finished 
product contains all of the soluble substances of these materials. 


Kilt, Nh: +, is a perfect malt preparation, 

and should not be confused 
with cheap dark beers, many of which are repre- 
sented to be medicinal malt products. 


Pronounced by the U. S. Internal Revenue Department a 
PURE MALT PRODUCT 
and not an Alcoholic Beverage. 


Sold by all Druggists 


Anheuser-Busch 
Saint Louis 


Visitors to St. Louis are cordially 
invited to inspect cur plant. 
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FRICTION REDUCING MOTOR OIL 


Long Waits 
In Zero Weather— 


Long trips in bitter cold, will not affect the flexi- 
bility of the motor if your car is lubricated with 


POLARINE. 


Liquid at zero, POLARINE maintains the correct lubri- 
cating body at any motor speed or temperature. No 
stalling from freezing. 

Comes for motor, transmission and differential gear 
cases, housed universal joints and grease cups. 

Is the product of 50 years of oil experience, backed 
by the guaranty of satisfaction that accompanies 
every Standard Oil product. 

STANDARD OIL COMPANY 


(AN INDIANA CORPORATION) 


RED CROWN 
GASOLINE 
Car and money 
go farther 
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SURGERY, GYNECOLOGY AND OBSTETRICS 


Secretary o 


New York Post-Graduate Medical School and Hospital 


Second Avenue and Twentieth Street, NEW YORK CITY 


GEORGE G. WARD, Jr., M.D.., 


f the Faculty 


JAMES F. McKERNON, M.D., 


President 


ALEXANDER H. CANDLISH, Superintendent 


ROBERT L. LOUGHRAN, M.D., 


Assistant Secretary of the Faculty 


HOURS OF 
ATTENDANCE 


MONDAY 


TUESDAY 


WEDNESDAY 


THURSDAY 


FRIDAY 


SATURDAY 


9—10 A.M. 
EYE 


Surgical Diagnosis 
INTUBATION, 
RACHEOTOMY AND 

LUMBAR PUNCTURE 


TROPICAL MEDICIN: 


Adj. Prof. Cohen 
Adj. Prof. Albee (A) 


lAdj. Prof. Rebling (C) 


Adj. Prof. Cohen 
Dr. Vincent (C) 


Dr. Stark 
(Autopsy Room) 


Dr. Russell (LD) 


Adj. Prof. Cohen 
Adj. Prof McCarthy (A)] Adj, Prof. Torek (C) 
(Genito-Urinary) 
Dr. Stark 


(Autepsy Room) 


Dr. Heyd (C) 


10—11 A.M. 
DISEASES of WOMEN 
NEUROLOGY AND 


PSYCHIATRY 


Prof. West ( B) 
Adj. Prof. Pinkham 


Adj. Prof Cornwell 


Prof. Ward (B) 
Adj. Prof. Dorman 


Prof. Boldt (B) 
Adj. Prof. Bandler 


Adj, Prof, Pinkham 


Prof. West (B) Prof. Ward (B) 


Adj. Prof. Furniss 


Prof, Boldt (B) 
Adj, Prof, Bandler 


11—12 A.M. 
CLINICAL MEDICINE 


(B) 
Adj, Prof. Abrahams 


2—3 P.M. 
* Medical Ward Rounds) 
* NEUROLOGIAL 
WARD ROUNDS 


Dr. Haberlin 


Dr. Haberlin 


Dr. Haberlin 


Prof. Kast (1D) Prof. Chace Prot. Quintard ( D) Pref, ( D) | Prof. Einhorn (D) Adj. 
Phys 
FRACTURE CLINIC |Ad). Prof. Moorhead(C) Adj, Prof, Moorhead (C)| Davey (C) 
Su 
SPECIAL LECTURE Prof, Douglass (C) Prot, Schamberg (C)| “and Bandugine 
(Nose and Throat) Oral cas 
12—1 P.M. 
Diseases of Children | Prof. Chapin (D) Prof. Caille (A) | Adj. Prof. Pisek (1D) |Adj. Prof. Dennett (D)| Prof. Dunham (C) . Prof. Peterson (C) 
Adj. Prof. Putnam dj. Prof. Cornwell 
(Sergery) and 
Psychiatry) 
GENITO-URINARY Prof. Fuller Prof. Guiteras 
(Operations) (Operations) 
INTERMISSIO 
1.30—2.30 P.M. Prof. Rice Prof. Douglass Adj. Prof. Harris Prof. Douglass Prof. Rice Adj. Prof. Lovell 
NOSE AND THROAT} Adj Prof. Ferguson Adj. Prof. Lovell Adj. Prof. Lovell | Adj. Prof Ferguson 
2—3 P.M. 
X-RAY Prof. Hirsch Prof. Hirsch Prof. Hirsch Prof. Hirsch 
2—3.30 P.M. Prot. Lloyd (C) Prot. Erdmann (C) Prof. Morris (C) Prof. Lloyd (C) f. Erdmann (C) | Prof. Morris (C) 
SURGERY Adj. Prof. Peterson | Adj. Prof. Moorhead Adj. Prof. Judd Adj. Prof. Peterson hay Prof. Moorhead Adj. Prof. Judd 


Pron. MacPhee 
Prof. McKernon Prof. Phillips - Prof. Rae 
Prof. Guiteras Prof. Guiteras 
Adj. Prof. 
(D) | Adi: Prof. Lusk (ID) | Dr. Olliphant 


oat P.M. Prot. Phillips Prof. McKernon Prof. Rae 
GENITO-URINARY Prof. Guiteras 
DISEASES OF THE | prot Pollitzer (ID) | Dr. Olliphant (D) | Prof. Polliteer (D) 
Prot. MacPhee (A) | Prof, Hammond (A) 
and Nervous System 
RECTUM Prof. Gant (B) 

EYE Prof. Alger Adj, Prot. Cohen Prof. Davis 
SURGERY Prof. Willy Meyer (C) Prof. Squi 
4—5 P.M. Prof, Gaillo and | Adj Prof. Rebling” | Operations) 

* Babies Ward Rounds’ Dr. Pease Prof. Caille & Dr. Pease 


Prof. MacPhee (A) 


Prof. Gant (B) 
Adj. Prof. Cohen Prof. Alger 
Prof. De Garmo 
(Hernia Operations)| — Prof. Caille and 
Dr. Pease 


‘Adj. Prof. Jelliffe (A) 


Psychiatry (A) 


Adj. Prof, Harris 
(Nose and Throat) 
Prof. Davis 
Dr. Heckman (C) 


4.30—5.30 P.M. 
Orthopedic Surgery 
* Ortho. Ward Rounds 
“Surgical Ward Rounds! 
OBSTETRICS 
5 P.M. 

EYE 


Prof. Taylor (C) 


Dr. Heyd 


Prof. Woodward 
Ophthalmology in 
General Medicine 


Adj. Prof, DeForest (D) 


Orthopedic Clinic (C) | Prof. Taylor (C) 
Adj. Prof. Albee 
Prof. De Garmo Adj. Prof. Knipe (D) 
Dr. nter (1D) 
ernia) 


Adj. Prot. Virden 
(Anat’y & Physiology) 


‘Adj. Prof. Ogilvy (C) 


Dr. Heyd 


Prot. Woodward 


Adj. Prot, Albee (C) 


Prof. Brodhead (D) 


(Ophthalmoscopy) 


Orthopedic Clinic 
(Class Limited) 


7.30—8.30 P.M. 
NOSE AND THROAT 


8—9 P.M. 
GENITO-URINARY 


Dr. Sheedy 


Prof. Fuller (C) 


Dr. Newcomb 


Adj. Prof. Ayres (C 


Dr. Bardes 


)| Prot. Fuller (C) 


Adj. Prof. Ayres (C) 


Dr. Sheedy Dr. Newcomb 


(C) 
Adj. Prot. Pedersen 


Clinic 


Adj. Prof. Ayres (C) 


above Schedule. 


* Bedside Rounds and Post-Operative Treatment in Surgical, Medical, Orthopedic, Neurological and Babies Wards as stated on 
Classes limited to 15 Matriculates. 


Diagnosis; Diseases of 


Stomach, etc. 


Special Courses to limited classes in Diseases of Women; Diseases of Eye and Ear; Infant Feeding; Diseases of Nose and Throa rics; Physical 
For further detailed information, address George Gray Ward, Jr., M. D., Sec. of the Foca 313 3 E. 20h St. 
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BOUND VOLUMES 


Vol. XIX Ready January 2, 1915 


SURGERY, GYNECOLOGY AND OBSTET- 
RICS is especially designed for binding in book form. 
Our standard volumes are substantially bound in an 
extra good grade of blue art canvas, stamped in gold. 
Each volume consists of six numbers: two volumes to 
the year, January to June and July to December. 


SURGERY, GYNECOLOGY AND OBSTETRICS, 
with the INTERNATIONAL ABSTRACT OF 


SURGERY, GYNECOLOGY AND OBSTETRICS, 
without the INTERNATIONAL ABSTRACT OF 


Back Numbers Returned for Binding 


Where copies of SURGERY, GYNECOLOGY AND 
OBSTETRICS are returned by subscribers in exchange for bound 
volumes, the charge per volume for binding will be as follows: 


SURGERY, GYNECOLOGY AND OBSTETRICS, with 
the INTERNATIONAL ABSTRACT OF 


SURGERY, GYNECOLOGY AND OBSTETRICS... 1.25 


The prices quoted above include carriage cnarges on snip- 
ments to points in the United States and Canada. Express or 
freight charges on journals returned for binding must be prepaid. 


| 
3.50 3 
| 
$2.25 


ITUITARY LIQUID 


Standardized Physiologically by the Roth Method 


AVeces and dependable solution of the 
active principle of the posterior pituitary body. 
For use in labor cases, lobar and lobular pneumonia 
to sustain systolic blood pressure; after abdominal 
surgical operations to increase peristalsis and pre- 
vent shock, and in uremic poisoning. 


Pituitary Liquid, boxes of six 1 -c.c. ampoules 


If the physician ‘wants true Corpus Luteum, specify Armour’s. 
Powder, 5-grain capsules and 2-grain tablets. Literature on request. 


ARMOUR: COMPANY 


HORLICK’S ASK FOR IT BY NAME 


AND THUS AVOID SUBSTITUTION 
ORIGINAL - GENUINE 


INLIUIN 


Its Standard of Excellency is always maintained 


The name “HORLICK’S” implies 
SERVICE, QUALITY, ORIGiNALITY 


MALTED S MILK BEWARE OF IMITATIONS 
'ACINE, WIS., U. S. A- E 


T BRITAIN: SLOUGH, BUCKS. 


HORLICK’S 


HORLICK’S MALTED MILK CO. 
RACINE, WISCONSIN 


R. R. DONNELLEY & SONS CO., PRINTERS, CHICAGO 


3 

ORLICK’ 

TS, INVA 

\ AGED AND |RAVELERS 
TEAL NUTRITIOUS TABLE ORINK 

Prepared ty in 


